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Why not 


share with us 


“SHARE IN A WONDERFUL 
PROFESSIONAL LIFE. 
An opportunity to practice your 
nursing specialty with a group of 
dedicated men and women 
in modern equipped Army hospitals 
as a member of the health team.” 


ae “SHARE IN A WONDERFUL 
EDUCATIONAL LIFE. Along with 
the pride of doing an important 
) job in serving your country, you 
can broaden your professional horizons 
through the advanced educational 
programs—enabling you to make a 
more distinctive contribution to nursing.” 


“SHARE IN A WONDERFUL 
SOCIAL LIFE. Along with 
the prestige of being an officer you'll 
enjoy the chance to travel, advancement 
in rank and pay, a 30-day paid vacation 
every year and fun on the Army Post! 
It's a full life and such a rewarding one.” 
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The Surgeon General, United States Army 

Washington 25, D. C. = — 

Attn: Personnel Division “dike 
Please send me further information on my STUDENT: 


opportunities as an Army Nurse. ——High School 
——College 


Nome 
GRADUATE: 
Address College 
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Artz and Reiss—Treatment of Burns 


Since the nurse’s responsibilities in the care of the burned patient are so great, this book will prove 
a clarifying reference source. Complete therapy of burns is explained, integrating all phases of man- 
agement. A complete section is devoted to nursing care and the nurse’s role in replacement therapy, 
care of catheters, use of Stryker frame, position of the patient, wet dressings, care of tracheotomy, 
care of the eyes, care of donor sites, nutritional therapy, rehabilitation and psychologic support. 
By Curtis P. Artz, M.D., F.A.C.S., Lt. Col., MC. USA (Ret.) Formerly Director of Surgical Research Unit, Brooke Army Medical 
Center, Fort Sam Houston Texas; Presently, Associate Professor of Surgery, University of Mississippi Medical Center, Jackson, 


Miss.; and Eric Reiss, M.D., American Cancer Society Scholar and Instructor in Medicine, Washington University School of 
Medicine, St. Louis, Missouri. 250 pages, 199 illustrations. $7.50 New! 


Brownell—Practical Nursing 


This book describes vividly all the duties of the practical nurse and explains exactly how to per- 
form each. Medical and nursing terms are clearly defined. The discussions are complete from de- 
scriptions of anatomy, physiology, common diseases, emergency care, care of the aged, care of the 
chronically ill, explanations of treatments and administration of medicines to the little extras of 
nursing care that help to keep your patients happy. 


By KarHryN OsMOND BrRowneLt, R.N., B.S., Member of Committee, Brooklyn Young Women’s Christian Association, School 
of Practical Nursing, Brooklyn, New York. 512 pages, illustrated. $4.25. Fourth Edition! 
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Dennis—Psychology of Human Behavior for Nurses 


This unique little book will help you maintain mental health and aid you in better understanding 
your associates and your patients. Delightful story-like sketches describe the emotions, personalities. 
defense mechanisms and frustrations to help explain why people behave as they do. The book is 
clear, brief and easy to understand. 

By Lorraine Brapt Dennis, B.S., R.N., M.S., Instructor, Psychology for Nurses, The Pennsylvania State University; Formerly 


Instructor, Nursing Arts, Plattsburg (N.Y.) State Teachers College, and Lecturer in Psychology, Drake University. 250 pages, 
illustrated. $3.50 


Leake—Simple Nursing Procedures 


This manual clearly and simply demonstrates how to perform 26 basic bedside nursing procedures. 








Directions are brief and concise. The illustrations so explicit that you can quickly and easily learn 
correct bedside care, thus save yourself time, steps and effort. Safety precautions are briefly out- 


By Mary J. Leake, M.S., R.N., Director, Public Health Nursing Association, Richmond, Indiana. 85 pages, illustrated. $1.25. 
Second Edition! 


| lined. Necessary equipment is listed. 
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| W. B. SAUNDERS COMPANY West Washington Square, Philadelphia 5, Pa, wwe | 





Send me the following books, Please find my remittance enclosed for $ 


Artz and Reiss—Treatment of Burns $7.50 [] Brownell—-Practical Nursing $4.25 
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| ] Dennis—Psychology for Nurses $3.50 [] Leake—Simple Nursing Procedures $1.25 | 
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Intangibles that cannot be readily 
| are nevertheless important factors in 
truction. These and other matters con- 


nected with this phase of graduate programs are 


discu this month by Esther M. McGregor 
). Photograph by William E. Bradley, 


(see 


Det 


Esther M. McGregor, R.N., is a graduate of the School 
of Nursing of the Henry Ford Hospital (Detroit, Michi- 
gan), where she had experience in private duty and staff 
nursing and became Head Nurse. She had charge of the 
medical division of the War Department’s Signal Corps 
Installation in Detroit for three years. After serving as 
clinical instructor in psychiatric nursing at Mercy College, 
Detroit, she was Director of Nursing Education at Mercy- 
wood Hospital in Ann Arbor, Michigan, for five years. Then 

a ' she was Assistant in Graduate Studies in Psychiatric Nurs- 
Esther McGregor ing at the University of Nebraska for two years. Her pres- 
ent position is that of Nursing Education Director at 

le State Hospital, Michigan. Miss McGregor received the B.S. degree in 

¢ from Wayne University and the M.S. in Psychiatric Nursing from the 

sity of Nebraska. Her article, “Field Instruction in Graduate Nursing 


s.” begins on page 7. 


A doctor and a nurse collaborate 
in this issue to discuss “Nursing Care 
of Massive Burns,” page 9. Dr. Eli 
Rush Crews graduated from the Uni- 
versity of Texas Medical Branch at 
Galveston, interned at St. Louis City 
Hospital, and did resident work in 
surgery at Brackenridge Hospital in 
Austin, Texas. He was a Commander 

- in the Navy Medical Corps during six 

E.R. Crews, M.D. Sadie J. Brown years of service in World War II. 

Before settling with his family in San 

\ntonio, Texas, he did postgraduate work in surgery at the University of Pennsyl- 

Many articles by Dr. Crews have been published in prominent medical 

nals. Recently he received a Government research grant, the title of his project 

Effects of Surgery on Electrolyte and Fluid Balance of Neonatal Infants.” 

des being active on various surgical staffs of hospitals in San Antonio, he 

the honor of being appointed chief of the surgical staff at Santa Rosa Hospital 
the year 1955. 


Sadie J. Brown, R.N., graduate of the St. John’s Sanitarium School of Nursing, 
in Angelo, Texas, has been Director of Nursing in the San Antonio-Bexar County 
Hospital System since 1951. Mrs. Brown has been active in a number of nursing 


s 


ind business organizations; among the offices she now holds are those of Ist 
Vice President, Southern Division, ANA, and Member of the ANA Committee on 
Nominations 


of a series of articles on “Graduate Nurses in a Metropolitan Area,” by 
Deutscher, begins on page 12. From the British Information Services came 
sion of “Nursing Training in British Colonies” (page 14) by Marjorie 

1. And this month we greet again and say farewell to Luella J. Morison’s 
tent (or is she?) friend “Toby.” 


Thomas J. Volinsky, M.D., contributes an article about 
“Care of the Newborn.” page 24. Dr. Volinsky studied 
at Columbia University in New York City and at Temple 
Medical School in Pennsylvania. For his internship, he 
went to Germantown Hospital in Philadelphia, and he had 
his resident training in obstetrics and gynecology at the 
Chestnut Hill and Germantown Hospitals. Among the 
organizations of which he is a member are the Philadel- 
phia, Pennsylvania and Penn State Medical Societies and 
the American Medical Association. This is the first article 


1. J. Volinsky, M.D. by Dr. Volinsky to be published in Nursinc Wor p. 
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Reports 


Nurse Recruitment: The key jobs 
facing nurse recruitment in the future 
are two-fold: Objective counseling—both 
for prospective students and_ students 
already enrolled in schools of nursing 

and organized activities to let each com- 
what nursing education 


exist. 


munity know 


facilities now 

This was the consensus of a panel of 
six symposium speakers taking part in 
held on May 6, 1957, at 
Hotel, Chicago, Illinois. 
auspices of the National 
League for Nursing’s Committee on 
Careers. Participants in the discussion 
also stressed that nurse recruitment mus' 
more than a_ publicity 
or promotion effort for nursing as a 
obtain enough students t 
and to guide stu 
types of educational pro- 
will prepare them for thei 
responsibilities are the two 
as seen by Mrs. 


chairman of 


a program 
the Morrison 
under the 


be treated as 


career. To 
fill nursing schools 
into 
that 
coming job 
jobs for recruitment, 
Robert M. Jones who is 
the Washington State Careers Commit 


dents 
grams 


tee 
Mrs. 
two-thirds of our 


that 
dire¢ tly 


“We now see 
work 


said: 
nurses 
with patients where there is some super- 


Jones 


vision. One third work more independ 
ently, supervise others, teach or adminis- 
ter nursing service. 

“If this latter third are to be 
pared for the responsibilities they must 
carry, career promotion for nursing must 
look farther 
while increasing the number of students 


pre- 


for ‘college material’ and 


who enter diploma (hospital schools of 
help to guide a 
larger proportion of our applicants into 
I that will start them 


Dasl 
bac helor’s degrees.” 


nursing) programs, 


programs 
off with 

Mrs 
ance and _ counseling, 
Nursing, University of Kansas 
of Medicine, stressed the importance of 
both in the high 


Mrs. Eisele 


stressed the need for correct and factual 


their 
Martha Eisele, director of guid 
Department of 
School 
counseling, schoo! 


ind in the nursing schools. 


information to be given to students about 
education programs and 
which each will 


all types of 
the roles for prepare 
the nurse. 

“Those who counsel prospective young 
know too much 


nursing and 


nurses often about 


the job opportunities in 


6 


too little about what schools actually 
offer,” Mrs. Eisele asserted. 

For those students already in nursing 
schools, Mrs. Eisele asked for 
encouragement, particularly those who 
have endowments for top level jobs. 

“If the nursing student is given the 
right influence when she finds that a 
job demands more of her than she can 
give, she will search out the educational 
tools that will prepare her for that job. 

“If she is made to feel guilty, on the 
other hand, for even considering any- 
thing but bedside nursing, a _ natural 
zest for administration or teaching can 
be killed easily,” she concluded. 


active 


Care for the Chronically Ill: Nurs- 
ing care for the chronically ill now 
means than just taking care of 
the patient’s physical needs, it was em- 
phasized during a meeting of the Na- 
tional League for Nursing Convention in 
Chicago on May 6, 1957. 

In a discussion of the care of pa- 
tients with tuberculosis and other long- 
term illness, it was agreed by a panel 
of four that the wide scope of nursing 
responsibilities now embraces assistance 
to the patient and his family with their 
economic, social and emotional needs as 
well as the physical needs. 

According to the panel, nursing must 
now teach: 1) nursing care to families 
of the chronically ill at home, 2) knowl- 
edge of how to use various community 
such as public 
health nursing agencies, and 3) coopera- 
tion with other services to provide con- 


more 


services, clinics and 


tinuitv of care. 

Speaking on the coordination of health 
department activities with other essen- 
tial services in the field of tuberculosis 
control, Dr. Francis J. Weber, regional 
medical director of US Public Health 
Service Region VIII, Denver, indicated 
that it is impossible to separate care 
of the tuberculosis patient or other long- 
term illness from case-finding, diagnosis, 
clinic operation, pre-hospital and post- 
hospital care and rehabilitation because 
they are all inter-related. Effective com- 
munication, sound medical and _ public 
health administrative policies and co- 
ordination of efforts among all agencies 
including the welfare de- 
partment, are called for, he said. Dr. 
Weber believes that the solution to the 


concerned, 


problem may be found by working 
toward a patient-centered goal rathe, 
than toward an agency-centered 

“What Nursing Education Can Do 
to help in long-term illness, such 
tuberculosis, was the topic of one se 
sion. The experiences of four schoo 
of nursing in preparing their students | 
care for patients with long-term ‘llne« 
were cited by representatives of th 
schools. The value to student nurses 
of this learning experience as a mean: 
of preparing them to give better nur 
ing care to all patients, regardless 
diagnosis, was emphasized by al! tly 
nursing educators. 

Miss Emily Cardew, Dean of th 
school of nursing of the University 
Illinois, reported that it was felt tha 
experience in the area of tuberculos 
nursing offers an opportunity to the 
students to do the following: 
an understanding of basic principle: 
underlying the care of many differer 
types of patients; observe and_ tak 
part in planned effective programs 
health teaching and case finding; gai 
an understanding of the effects of long 
term “threatening” disease on the pa 
tient and his family; and take part 
the team approach and in the use o/ 
community resources to meet the need: 
of the patient and his family. 

Audrey McCluskey, assistant professo: 
at Cornell University-New York Hospit 
School of Nursing, reported that th 
long-term illness experience that is par! 
of the curriculum at that 
introduced as a learning experience after 
faculty members expressed concern 
the lack of interest and dissatisfacti 
among graduate staff nurses who care 
for patients with long-term illness, pa 
ticularly patients with tuberculosis 

Chronically ill patients have certa 
needs in common regardless of the dis 
ease from which they are suffering a1 
the long-term illness experience is di 
signed to help the student nurse devel: 
those abilities she must have to me 
these particular needs. Most of all, the 
nurse must adjust her attitudes in ord 
to derive satisfaction from working wit 
long-term patients and this adjustme! 
must be consciously done. Students wi 
have had this experience seem to ha) 
a more consistent approach to other p: 
tient care and a better understandin: 
of staff relationships, Miss McCluske 
stated. Graduate nurses who have ha 
this student experience are willing 
accept appointments on the tuberculosi: 
unit, she reported. 


devel: 


school wa: 


Fellowships in Nursing: Awards 

32 fellowships in nursing, 22 for doctor 
and advanced study and ten for ma 
ter’s degree candidates, were announceé 


during the NLN Convention. Individu 
grants range from $3,000 to $5,000, a 
(Continued on page 29) 
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field instruction 
in graduate nursing programs 


Whatever the school’s bulletin may call it — “field 


Prsity 

felt tha 
erculos 
devel: 
rinciple 
differs 


nd = tak 


nurses. 


its rewards are both tangible and intangible. 


by Esther M. McGregor, R.N. 


Educational Director, Northville State 
Hospital, Northville, Michigan 


rrofessor 
Hospit 
hat 

is pal 


se EARNING by doing is one of the 
“) - 
traditions of nursing, and guidance 


in the “doing” process to promote 
flective learning has been one aim in 


e education of Thus has 
| 


ved field placement for graduate ed- 


nurses, 


tion in nursing. 
[hat this type of educational experi 


is not clearly crystallized is _par- 


revealed by a survey of the pro- 


nal literature. Definitive or de 

tive articles on this subject are in 
equent and confined to specific situa 
ns. However, a trend toward includ 
g some type of field placement is ap- 
irent current 


through the study of 


of graduate programs for 
This field placement is variously 
ited as field practice, practicum 
or field instruction. A 
about the 


expertence 


nt may wonder valu 
type of experience, particularly 
of the variety of similar terms 
described. 


of the facets of field placement 


proposed activities 


identified through an attempt 


conceptualize and delineate 


first look at the terms and 
be deduced 


in any 


( hoi 
Field 


a more or less 


from the 
given 
tends to indicate 


program. 
tical repetition of circumscribed 


JULY, 1957 


behavior patterns; practicum bears the 
learning experience 
through a prescribed period of study 


connotation of a 


while carrying selected professional re- 
sponsibilities; and field experience gen- 
erally indicates activities and learning 
in a clinical situation which 
may not be appropriate in a university 
The term field instruction in- 


may or 


program. 
dicates guided activity with a gradation 
of experience and student responsibility 
for planning, learning and evaluating 

Clarification of the above terms is in 
tended to clear away the undergrowth 
which interferes and obscures the path 
teward an understanding of the intent 
What 
then are the aims of this block of ex 
perience? What is its contribution to 
the graduate student’s education? How 
is it planned and how is it accomplished ? 

The general aim of this aspect of edu 


and concept of field instruction. 


cation is the practical application of 
principles and theories in the specifi 
area of specialization. As an_ initial 
experience, some of the individual aims 
be to support gaps in 


experiences, to provide breadth and con- 


may previous 
trast with previous education or to pro- 
depth of understanding 
progress in any given area. Preparation 


vide for and 
for professional practice, orientation to 
the reality of a practical situation, and 
becoming familiar with agency services 


practice,” “practicum,” etc. — field placement of some 
sort has an important place in graduate programs for 
This author says that its goals, its methods and 


ind problems may also be established 
goals. The opportunity to test and evalu 
ate, both objectively and subjective] 
the student’s capacity to produce is 
of each of the aims 
Thus it 


planning for 


necessary part 
instruction. 
that all 


must be 


goals of field 
ecmes 
field 
student’s 


apparent 
instruction geared to the 


past professional preparatior 
and experience and to her state of per 
sonal readiness for a constructir 
perience. 

Here we are confronted with our 
How 


student’s past experience? It may 
different things to the 


intangible does one evaluate 


so very many 
dent concerned. Her reaction to and 
from a give! 

different from 


who as far as reé 


profit she gained experi 


ence may be very those 


of a second student 


ords can reveal has had a very similar 


experience. Recommendations from em 
ployers or teachers will give some clues 
conterence 


regarding capacities, but a 


with the student herself may be the most 
appropriate guide to selection of 


This n 


requires the director to have the cay 


propriate field placement. 


and vision to provide the clues whicl 
will 
goals to permit her to enter the experi- 
and 


help crystallize student aims and 


ence with a questioning objective 


approach. Student expectations are no 


toriously stereotyped. and to be deprived 
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of the security of a definite pattern will 
be disturbing. This will not be accepted 
lightly by any student. The director will 
student re- 
hold a 
A tack 


against too strong head winds and a ma- 


be involved in a variety of 


actions and must necessarily 


steady course against the storm. 


jor or minor reefing of sail may well be 
indicated as field placement is contem- 
plated. that 
placement is a dy 


Thus we see 
for field 


process requiring astuteness and 


cooperative 
planning 
nami 
negotiating the appropriate 
interchange which liberates but 


agility in 
dynami 
channels student energies and potentials 


look 


at some of the specific aspects to be in- 


Perhaps we are now ready to 
cluded in and gained from field instruc- 
Field may, for 
venience of divided 
three 
ments or phases of experience separated 


tion. instruction con- 


discussion, be into 


more or less clearly defined seg 
both longitudinally and vertically. Logic- 
ally the initial placement provides fo 
an orientation both to the agency and 
to this method of learning. To be al 
lowed the opportunity and to be ex- 
pected to orient oneself to a new situa 
rather disorganiz- 


tion is frequently a 


ing experience. However, it is reason- 


able to that a nurse who has 
applied for graduate have 
had experiences which provide her with 
which to 


assume 
work will 
from start. 
Her interests, initiative, and 


the springboard 
purpose in 
engaging in graduate work will general- 
ly ensure intense and sincere applica- 
tion and thus preclude the need for con- 
tinuous supervision. However, the oppor- 
tunity to discuss and evaluate her activi- 
ties and field is 
needed and should provide for clarifica- 
stability, and a realistic 
professional responsibility and _ relation- 
The specific activities in which 
she engages will necessarily vary as the 


participation in the 


tion, view of 


ships. 
and objectives 
vary. The warp of the fabric is laid by 
the agency and the opportunities it of- 
fers. The pattern will be filled in by 
each student as she works through her 
own individual needs and becomes famil- 


student’s preparation 


iar with the opportunities available. 
Seminars and staff conferences will con- 
tribute both hue and texture to the 
fabric. As one watches this 
growth, the quality and adaptability in- 


crease as the vital experiences are woven 


growing 


into the sound strands arranged by the 
university and the field agency. 
one discovers that specifics also become 
intangible because the student, the activ- 


Soon 


ity, the field agency and personnel, the 
university and the director are all real 
material and still the 
dynamic within the student 
herself and not confined in the experi- 
agency or the university 
per se, but may be stimulated, activated 
interchange that 


and substances 


process is 
ences, the 


and realized in the 


is made available to her. This helps 
to account for the fact that students 
in the same field instruction group par- 
ticipate in the same agency but still have 
a different and unique experience. It 
also makes possible utilization of many 
fields that according to rigid standards 
of operation could not qualify. _How- 
ever, the variety of experiences gives even 
a more realistic view of professional re- 
sponsibility, one that both complements 
and supplements her individual prepara- 
tion and leads naturally into the second 
phase of field instruction which pro- 
breadth and adds scope to her 
initial interpretation and evaluation of 
the field. Participation then opens new 
avenues which she is free to investigate, 
follow to their source or discover where 
they enter the arterial highway and com- 
municate with other disciplines. 


vides 


Through continuing interchange with 
disciplines there is 
recognition of the contribution of others 
and a realization of the level of opera- 
tion and function that the nursing pro- 
fession must achieve in accepting the 
broad boundaries it aims to encompass 
in serving as the coordinator of al! 
social and health aspects in the care 
of the patient. This realization of the 
scope of nursing and appreciation of the 
many facets of nursing is one responsi- 
bility of field instruction. By having 
an opportunity to function in a situa- 
tion without the limitations imposed by 
service one gains a perspective and a 
familiarity with problems of adminis- 
tration and education. It is clearly dem- 
onstrated that administration has as- 
pects of education and that education 
requires administration. This double talk 
makes one realize that there is a basic 
substance common to both; in attempt- 
ing to mine for the gold hidden away, 
one reaches bed rock and finds that 
depth is the third phase of field in- 
struction. 


other professional 


In searching for the answers to the 
problems of administration and educa- 
tion, one finds that the common denomi- 
nator is “people.” Concern with and 
for people and the resulting interaction 
encourages self-reflection. Development 
of insight into personal capacity and 
characteristic responses may be achieved 
by self-observation and self-evaluation 
in relation to the spontaneous responses 
of co-workers, students, and patients in 
the clinical setting. It is not necessarily 
the situation that is important but rather 
what the student does in or with the 
situation that contributes to the integra- 
tion of theoretical and clinical 
ences, thus establishing and exercising 
personality resources which will prove 
effective in any proposed or anticipated 
situation. The depth of field instruction 
provides then an opportunity for the 
and control of destructive 


experi- 


recognition 


and inadequate characteristics and th 
unearthing, recognizing and releasing of 
constructive personal qualities that cop. 
tribute to effective interpersonal rel). 
tionships; this is the basis for soup, 
administration and education. 


The guidance of students in a field jy 
struction experience is primarily the re 
sponsibility of the director. The capabj 
director integrates the contribution 
the field personnel thrcugh maintenance: 
of continuous two-way communicatio; 
by means of individual and group eo 
ferences with student and agency. Th 
requirement of field diaries, providing 
self-evaluation and evaluation of thy 
field, contributes a sound basis for recog 
nition of growth and indicates areas j, 
need of further clarification. Field 
agency personnel contribute their evalu 
tion wittingly or unwittingly in the co. 
operative planning done for student par 
ticipation in the field. But this too js 
inasmuch as there are no 
methods of 
to what degree 
nceded, 


intangible, 
rating scales or 
measuring when and 
additional 
clarify and support, and when to kee; 
neutral in a dynamic process. 


objective 


pressure is when 


Some of the vital aspects of planning 
guiding and evaluating field instruction 
and the process of field instruction hay 
been indicated. The progress of the 
student has been followed through the 
phases of orientation, appreciation | 
breadth and delving into the depths fo 
self-awareness and functioning. This 
was an attempt to demonstrate that the 
value or contribution of this experience 
cannot be measured by the type, amoun' 
placement, or variety of experience 
Rather it is accomplished in relation t 
the change in each student as she ol 
serves herself and is observed function 
ing in the field of her choice. It bring: 
an opportunity to evaluate 
through the experience of being a stu 
dent in the field working with others 
Measurement is reflected in their rea 
tions and responses to her, for thes 
contribute to self-evaluation. Applica 
tion in the field demonstrates many per 
sonal characteristics which will indicat 
the degree of success that may be anti 
pated. This is the crucial contributio 
of field instruction. Given an adequat 
amount of intelligence, reasonable phys 
cal stamina and capacity, the knowleds' 
and skill required in any area may 
acquired. These capacities and skill 
can be evaluated and outcomes pre 
dicted. However, the personal traits © 
initiative, resourcefulness, reaction 
stress, the characteristics of a self-respo 
sible and self-directing person cannot » 
so readily determined in an academ 
program. These are the intangible cha’ 
acteristics which field instruction pr 
sents for evaluation by the student an 
the university and field personnel 


hersel! 
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leau HE usual post-surgical patient can 
phys withstand many insults to his 
constitution and can survive num- 
made by either 
skil 1 nurses, The contrary is true of the 
nt who massive burn. 
lingers with life by a 
‘on t narrow, fragile thread, and one mistake 

sp t tment by 


wledg 
nay be frous errors doctors 
suffers a 
its ihis patient 


the doctor, nurse. or 
may well break 
Though the burn patient 
most 


ae boratory technician 


thread, 
condition 
¢ the first week following the burn 
nt, he critical 
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A badly burned patient will need in- 
telligent and diligent care for weeks. 


Jove ssa 
tebe bees 


¥ 
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The life of a massive-burn patient 


may remain precarious for many 


months, and the nurse plays a vital 


role in the struggle to save him. 


At a large charity hospital in Texas, 


staff members have drawn up 





instructions that serve as a guide 





for the 












Nursing Care 
Of Massive 
Burns 









by Dr. E. R. Crews, M.D. 

Associate Professor of Surgery, University of Texas 
Postgraduate School, San Antonio Division; 

Chief of Burn Research in Robert B. Green 
Memorial Hospital 





and Sadie Brown, R.N. 


important that a burn ward be estab- 
lished in any large charity hospital 
that treats burns. One large room is 
usually adequate, with screens placed 
between the beds. Men, 
children may be cared for here. It has 
been aptly said that “there is no sex 
burns” ; 
critically ill pa- 


women, and 


in the treatment oi these in- 
dividuals are simply 
tients. 

Nursing care plays a vital role in 
the mortality and morbidity of patients 
with Therefore, 
should have special preparation for giv- 
ing care to burn patients. For this reason, 


massive burns. nurses 


Director of Nursing, San Antonio-Bexar County 
Vemorial Hospital System, San Antonio, Texas 


we have formulated a set of instructions 
for use by nurses in 
tients in the acute phase of massive 
burns at the Robert B. Green Memorial 
Hospital, San Antonio, Texas. How- 
an explanation concerning some 
of the instructions should be made. 
We do not allow food or fluids orally 
during the first 48 hours for patients 
with burns, for 
First, these patients are usually unable 
at first to retain oral fluids, and when 
vomiting occurs there is an unknown loss 


caring for pa- 


ever, 


massive two reasons: 


of water and electrolytes and, secondly, 
there occurs a contamination of the 


9 





burn If there 


Levin tube 
is placed in the stomach for 24 hours. 


surface from the vomitus. 
is continued vomiting, a 
Even if these patients were able to re 
tain water, if given water in the quantity 
intoxication might 
occur from the large amounts ingested. 

We feel that if the patient’s blood 
pressure is stabilized we can adequately 
the 
urinary output, so the patient will re- 
little 


they desire, water 


regulate the intravenous intake by 


ceive neither too much too 


fluids 
It is 


1 
hours to 


nor 


after 48 


feedings 


our present 


allow 


practice 
small hourly 
the next 24 hours, then feedings 
2 to 3 hours. The diet 
enriched and the feeding 
We feel that the 


six meals a day 


during 
ad lib. 


is gradually 


every 


prolonged. 
should be fed 


for a considerable period of time. Form- 


intervals 
patient 


erly we employed quite frequently forced 
feedings through a polyethylene tube in 
the We still this 
feeding program but only under certain 
We that 
forced high protein, high carbohydrate 
the first week often 
defeat their purpose. This program oft- 
bloating, diarrhea and a 
setback 
a week, if the patient refuses to 
adequate nourishment in 


stomach. use type of 


conditions. have observed 


feedings during 
en results in 


nutritional if employed early. 


After 
take 
coaxing, we 
tube 


week 


spite of 
do not hesitate to employ 
after this 
nutrition becomes 
protein 
this 
must be gradually in 
they are to be tolerated by 
In this program still 
oral foods, and if the patient 
fair amount the tube feedings 
are omitted before and after mealtime. 


feedings as it is first 
that adequate 
so important. The 


element 


and carbo- 


hydrate under forced nu- 


tritional regime 
creased if 
the 


allow 


patient. we 


eats a 


Nursing Care of Acute 
Massive Burns 

|. Massive-burn patients should have 
special nurses during the first three days 
the burn. 
stances this is not possible, it is neces- 
sary for the general duty nurses to de- 
deal of their time to the 
ind close supervision of these pa- 

Nurses who have had experience 
details involved in the 
burns are the responsi 
The less ex- 
perienced nurses work under the super- 


following Since in many in- 


vote i great 
care 

tents 
im the 
care ot 


bility tor 


many 
given 
these patients. 
vision of a competent medical and nurs- 
staff before 
complete nursing responsibility 


ing they are allowed to 
455utun 
for these patients. 

It should be that burn 
patients are desperately ill, not for just 


lew but for 


remembered 
days, many months, and 


improper care for a single eight-hour 
a severe setback, or 
loss of life of the patient. 

The doctor for the 


but he is not able to put down 


period may cause 
even the 
writes the orders 


petient 
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on paper in each case the many details 
essential in the nursing care of the 
patient. 

2. As the floor personnel 
have been notified that a massive-burn 
patient has been admitted, the nurse 
should inquire whether or not the 
doctor wishes dressings or if he desires 
to treat the patient by the open method. 
In many instances, he orders dressings 
for one or more of the extremities. 
Ii he wants to use dressings for an 
upper extremity, a pan of sterile Furacin 
ointment gauze, a container of gauze 
flats, pads, two burn rolls and two 4-inch 
Ace bandages are required. Twice this 
amount is needed for a lower extremity. 
The nurse should check as to whether 
the patient has received tetanus pro- 
phylaxis. 


soon as 


3. If a Stryker frame is available, 
it should be ready for use. A sterile 
sheet should be placed over the Stryker 
frame or bed. 

4. A sterile Foley catheter of proper 
size should also be obtained. One 
should employ careful sterile technique 
while introducing the catheter into the 
bladder. The amount of urine should 
be noted and the urine specimen should 
be sent to the laboratory for routine 
urinalysis. The catheter should be con- 
nected with a glass adapter to a tubing 
which goes over the side of the bed 
into a specimen bottle. Urine specimens 
should be obtained hourly for the first 
48 hours. Each specimen bottle should 
be labeled with the hour the urine is 
obtained. At the end of each hour, the 
tubing should be removed from one 
specimen bottle and attached to another 
which is properly labeled. All urine 
should be saved until the doctor ex- 
amines it and gives permission for its 
disposal. An adult should have a urin- 
ary output of 40 to 60 cc. each hour, and 
a child should have 15 to 35 cc. per 
hour. If the urinary output drops ap- 
preciably below the minimum or rises 
over the maximum stated above during 
a l- or 2-hour period, the doctor should 
be notified. In such cases he usually 
orders that the intravenous rate per 
hour be increased or decreased. 

5. An active suction machine with 
a small catheter is placed at the bedside 
of the patient. Nurses who are not 
thoroughly familiar with treacheal as- 
piration should be instructed in this 
procedure as it should be done every 
2 or 3 hours to encourage coughing 
to prevent atelectasis and pneumonia. 

6. The doctor may wish to cut down 
on a vein to introduce intravenous 
administration of fluids and blood. A 
sterile polyethylene tube (size 1.19 mm. 
x 1.70 mm.), the size an 18 G needle 
will fit may be used. An 18 © 
needle, or preferably an 18 G canula. 
and a three-way stopcock should be ob 


into, 


tained from the Central Supply rooy 


A cut-down set with Novocaine shoul; 


also be available. 

7. Care should be taken, particular) 
by floor nurses, to see that every pre 
caution is taken to avoid infection | 
the burned areas. For this reason. jsol, 
tion technique should be establishe; 
A rack should be placed at the end , 
the patient’s bed to accommodate ty, 
clean or sterile gowns and two basin: 
one containing Septisol and the othe 
water for rinsing purposes. The nurs 
on duty should put on the gown, wast 
her hands with Septisol and rinse the; 
with water each time before she attend: 
the patient. We have recently aba 
general anesthetics in massive 
burn cases for cleansing purposes. W, 
find that adequate cleansing can |}, 
done under intravenous Demerol anal 
gesia using pHisoHex and saline washes 
We feel that the majority of infectio; 
in » burn comes not from the crus 
covering the burn but from the ski) 
surrounding the burn, and after th 
second or third day we wash the skin 
immediately surrounding the burn wit! 
Septisol or pHisoHex twice daily unti 
the burn areas have been grafted. 


doned 


8. Two sterile syringes and two eac! 
of 18 and 19 G needles should be o 
hand at all times for withdrawal « 
blood for laboratory determinations 
(This means two of each of the abovw 
articles for each patient on the ward 

9. The temperature, pulse, and res 
piration should be checked every fow 
hours. The doctor should be notifi 
of any sudden alterations in the patient's 
temperature, pulse, and respiration. | 
the massive-burn case during the firs 
48 hours, the blood pressure shoul 
be checked every hour. Even in uppé 
extremity burns there is often a smal 
area in the cubital fossa where a stetho 
scope may be placed for biood pressu 
purposes. Even though the arm is 
burned, we place a sterile towel aroun 
the arm, then apply the blood pressur 
cuff over this towel. We place impor 
tance on frequent blood 
cordings because we know that there i: 
a great plasma loss in extensive burns 
under such conditions, if no colloid re 
placement is used, the patient wil! fre 
quently become hypotensive with i 
adequate kidney filtration pressure whic! 
results in oliguria. This is particular 
true of infants and children. We fee 
that the ideal form of colloid replace 
ment therapy, under such 
is stored plasma. 

If it is impossible to take bloo 
pressures because of the burned surface 
an indication of hypotension is ! 
creasingly large quantities of intravet 
ous intake to obtain an adequate urina! 
output. 

10. All intake and output of each | 


pressure 


conditions 
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ditior . 


the trachea. 
with a suction catheter. 


side canula be 


vould be measured and recorded 
ely. Separate notations should be 
intravenous intake. 
also should be kent 
vomitus or Levin 
patient 


f oral and 
e records 
iary output, 
lrainage. If the vomits, 
nproximate amount should be noted. 
Levin tube is irrigated and a re- 
the amount injected is obtained. 
ition should be made of this on 
ike or output 
It should be 
the doctor may not have ordered 


before and after administration 


record. 


remembered, even 


blood, 
ition should be passed through the 
ntravenous tubing before the adminis- 
Glucose 
| water hemolyzes the blood and wi!] 
the needle or polyethylene tubing. 


some saline or Ringer’s lactate 


tion of glucose and water. 


12. Frequently, the condition of these 
tracheotomy, par- 
have burns of 


requires a 
ilarly if 
neck. The nurse should be familiar 
th tracheotomy care. An 
machine and a small catheter should 
it hand to tra- 
hours a 
should 


tients 
they severe 


active suc- 


insert inside the 


heotomy canula. Every two 


saline 
canula 


all amount of sterile 


injected through the into 
This should be drawn back 
The inside tube 
several times daily 


should be 


cleaning. 


removed 


Under no circumstances. 


except in ease of dislodgment, when the 


‘tient cannot breathe, should the out- 


removed by the nurse. 


When the patient is lying on his stom- 


a free circulation of air should be 
ilable in the region of the tracheotomy 
should be near the 
breathing is 
ous when the patient is lying on 
oxygen funnel should 
front of the 

A Stryker frame 
st for these patients. 
13 Foley Catheter: After 
third post-burn day, the following 
The bladder is ir- 
with sterile 


bed-« lothing 
racheotomy opening. If 
stomach, an 
placed in tracheotomy 
ening is almost a 


Care of 


is followed: 


twice daily saline. 


uunce of solution G is injected 
ind the Foley tube is clamped 
ne-half hour.* At the end of the 
the tube is unclamped and 
cimen is discarded. The collec- 
irine is then resumed as before. 
enever the patient has a low urin 
itput, the Foley catheter should 
igated with solution 
Foley 


least 


sterile saline 
ike sure it is not clogged. 
ters should be 
very two weeks. 
re of the Levin Tube: The Levin 


hould be irrigated frequently with 


changed at 


following: 32.3 
(Anhy- 
( Anhy- 


nm G contains the 
citric acid, 3.8 Gm. MgOH 
14 Gm. Na. carbonate 
and q.s. 1000 ce. D.W. 
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the soda-salt solution, i.e., one teaspoon- 
ful of salt and one-half teaspoonful of 
soda per one quart of water. If it does 
not seem to be working properly, the 
doctor should be informed so that he 
may insert the tube farther or withdraw 
it to insure complete emptying of the 
stomach. The patient may drink this 
soda-salt solution to keep his mouth 
moist. No water should be given by 
mouth as long as the Levin tube is in 
the stomach. 

15. Intravenous Intake: In the past 
our routine was to order intravenous 
intakes at a certain number of drops 
per minute, but we have noted a num- 
ber of defects in this method. A regular- 
drop intake is difficult to adjust. It is 
often unreliable, because drops from one 
set may be larger than those from an- 
other set. A slight alteration of the 
position of the patient may alter the 
drop intake markedly. At the present 
time we hour the number 
of cubic centimeters that are to be given 
the following hour. 


order each 
The nurse can put 
a strip of tape on the bottle and mark 
where the level should be at the end of 
the hour. If at the half-hour interval the 
level is not should be, she 
ean increase or decrease the intravenous 


where it 


intake at that time to insure the prope 
intravenous intake at the end of the 
hour. Our experience has shown that 
if the patient is normotensive the nurse 
can adequately regulate the urinary out- 
put by the intravenous intake after the 
first 5 to 6 hours with close consulta- 
tion with the doctor in attendance. 

16. If tube feedings are to be utilized, 
a small polyethylene tube is inserted 
into the stomach through the nose. The 
optimal size is that which will snugly fit 
outside a 17 G needle. When 
injections are ordered given, certain 
precautions should be taken against con 


formula 


tamination or putrefaction because the 
burn patient may develop food poison- 
ing which can cause a severe seth 

or possibly death at a critical state of 
his condition. The formula should be 
prepared daily so that it will be fresh, 
and it should be kept in the refrigerator. 
Only the amount ordered for injection 
should be poured out from a large con- 
tainer 
tainers and syringes should be washed 


into a small container. Con 
with soap and water following each in- 
These injections are generally 
ordered on an hourly basis. Followine 
each formula injection, five to ten ce. 
of warm tap water should be injected 
to rinse out the tube, and the stopcock 
should be closed or the stylet replaced 
to keep the stomach contents from com- 
ing back into the tube. The 
ethylene tube should appear clear be- 
tween feedings, not milky or greenish. 
17. Consultations should be held be- 
tween the oncoming and off-going nurses 


jection. 


poly 


as to orders and the condition of the 
patient in order to provide continuity 
of nursing care and to avoid the occur 
rence of errors. 

18. After 
burn is complete, if the patient has a 
circumferential burn, the doctor 
usually order turning of the 
patient to 
all areas. Careful note should be made 
of any purulent collections, 
doctor should be notified. We 
culture and do sensitivity studies on all 
purulent this 
give us a valuable clue as to the proper 
antibiotic to use if the 
resistance to the 
used. 

19. After four 
bowels have not moved, an enema 
be given. This should be 
while the patient is on his back. Follow 
ing the enema the patient’s buttocks 
and perineal region should be 
with and water. We use an in- 
testinal antibiotic Sulfathali- 
buttock, and 
thigh burns. 


the early treatment of the 
will 
frequent 
allow a crust to form on 
and the 
routinely 
collections because may 
patient exhibits 


one currently being 


or five days, if the 
may 
administered 


rinsed 
soap 
such as 
dine on perineal, upper 
20. In the early post-burn phase, no 
should be given by _ hypo- 


should — be 


narcotics 


dermic. Narcotics idminis- 
tered intravenously. 
rill When blood 


the a.M., the specimen 
tained early 


is ordered for 
should be ob- 
and sent to the laboratory 
Laboratory reports should 
be incorporated on the chart as 
as determinations are 
make that laboratory 
cecorded on the chart is 
important responsibilities of the nurse, 
such 


work 


immediately. 
soon 
comple ted. To 


sure reports are 


one of the 


since information is necessary to 
expedite the treatment of burn patients. 
An observant nurse will frequently 
preceive things about a patient that the 
will foot 
drop, contractures, inability to extend 
extremities, lack of appetite, diarrhea 
these should all be called 


attention, not 


doctor overlook. Beginning 


conditions 
directly to the doctor’s 


merely noted on the nursing notes 


Conclusions 
We know that 

charity hospital treats a certain number 

If these are to re 


almost every large 


of burns each year. 
ceive adequate medical and nursing at- 
burn should be 
lished that can expand and contract ac 


tention a ward estab- 
cording to the number ot burns being 
treated at any given time. Nurses and 
doctors experienced in burn care should 
regularly 


informed so that adequate care may be 


instruct those who are less 
given the burned patient at any time. 
Although intensive 
in the early treatment of a burn, the 
burn patient, unlike other surgical pa- 


tients, must have intelligent and diligent 


care is a necessity 


care for weeks if he is to survive with 
optimal function of the burned areas 
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What are the social and personal characteristics of nurses? What kind of backgrounds 


do they derive from? 


their off-duty time? 


How many are working? Where do they work? What do they do with 


What kinds of education do they have? How do they differ from one another 


in these respects? The answers to these questions will be found in a series of articles to be 


published in NURSING WORLD. 


N the increasingly complex modern 
world, the notion of a city is rapidly 
The 


individuals 


changing. thousands or even 


millions of concentrated 
geographic 

anachronistic 
limits.” These 
burst 


limited 
little or no heed to the 
dotted lines labeled “city 
have 


within a area pay 


boundaries been 
century by the 


imaginary 


in the twentieth multi- 
tudes who must depend upon one an- 
other for the infinite variety of products 
and services necessary to maintain that 


comfortable existence which Americans 
have come to expect as part of their way 
of life. 


scope of this series of articles has come 


The area which falls within the 


to be known by sociologists, demograph- 
ers, political scientists, urban planners, 
United States Bureau 
as a Standard Metropolitan Area. It is 


and the Census 
a central city plus its suburbs and satel- 
lites, hinterlands. It 
ignores, as do the people in it, city limits 


fringe areas and 
and State lines and any other political 
boundaries. It is a social and economic 
unit 
man 


a network of interdependent hu- 


beings together with their institu- 


tions. 


The Survey of a Nurse 
Complement 

Early in 1954, with funds provided by 
the American Nurses’ Foundation, Com- 
munity Studies, Inc., undertook a study 
designed to find out where and how the 
graduate into this gigantic 
machine we call a Metropolitan Area. 
In November 1956, a final report en- 
titled A Survey of the Social and Occu- 


nurse fits 
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Based on the results of a recent study. this is the 


first article in the series on 


GRADUATE NURSES 
INA 
METROPOLITAN AREA 


by Irwin Deutscher 


Project Director of Metropolitan Nurse Studies, 
Community Studies, Inc., Kansas City, Missouri 


pational Characteristics of a Metropoli- 
tan Nurse Complement was released, and 
several hundred copies were distributed 
to nursing organizations, health agencies, 
schools of nursing, colleges and univer- 
sities, and libraries in various parts of 
the United States and Canada. A review 
copy was sent to the Editor of Nursine 
Wor.p, who, noting the limited distribu- 
tion of the research report, invited the 
author to use that the 
results of the study might reach a large 
audience. This article is the first in a 
series which will be running for the next 
few months in Nursinc Wortp. It will 
be the purpose of this series to describe 
the highlights of the survey. 

The locale of the study is the Kansas 
City Standard Metropolitan Area. In 
1954 it covered 1,643 square miles, in- 
cluding four counties in two States, and 
858,540 persons called it home. Within 
this area there are many work 
plements—groups of people who supply 
a service or product for the benefit of 
the rest of the area’s population. One 
such group is the complement of gradu- 
ate nurses—all those persons living in 
or working in the area who are trained 
to perform the role and fill the functions 
of those positions thought to require 
professional nursing service. A work 
complement, nursing or otherwise, is the 
totality of persons having sufficient train- 
ing to occupy all the positions neces- 
sary to get the work done. The comple- 
ment is also defined by the physical or 
geographic area within which it operates. 
Thus, when Navy men speak of a “full 


these pages so 


com- 
















complement,” they mean 

needed to occupy all the billets on 

ship or to operate a shore station. 
The purpose of the survey was to d 


scribe what this nurse complement look: 
How many graduate nurses ar 


like. 
there? 
sonal 


What are their social and per 
characteristics? What 


many are working? 
work? What do they do 
off-duty time? What kinds of educatio: 
do they have? How do they differ fro: 
one another in these respects? And, t 


a limited extent, what do they think o! 


some of the major issues which coi 
front professional nursing today? Man 
months were spent in efforts to locat 


all the graduate nurses in the area, and 


Mrs. Lois Hinseth, R.N., worked as dil 


gently as any detective to ferret ou! 


Those 
the de 


nurses wherever they might be. 
readers who are curious about 


tails of this task and the methods used 


can find that information in an artic! 
by the present author in the October 
1956, issue of Nursing Research. Sui 
fice it to say here that existing lists wer 
not adequate to find all the graduate 
nurses in the area. We went out and 
found them ourselves, not only in hos 
pitals, but in industry, private homes 
public health agencies, clinics, school 
doctors’ offices, and many other som 
what obscure settings such as summe! 
camps and nursing homes. 

It is estimated, as a result of ou! 
investigation, that about 3,869 graduatt 
nurses live in or work in the Kans# 
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a. Of these, 2,538 were working 
s at the time of the survey. The 
which will be presented in this 
{ articles was supplied by 2,441 
nurses (both working and not 

} who filled in and returned 


naires. 


Nursing Resources in the 
Metropolitan Area 


In this introductory article we will 
look at the kind of graduate 
resources which the survey in- 

s are available in the Kansas City 
vrea. We find that there is approximately 
one graduate nurse for every 200 people 
living in the area, or, stated as a more 
precise rate, there are 451 nurses for 
every 100,000 people in Kansas City. 

This. however, is a rather crude rate 

realize that there are other 
things to be considered—for example, 
eny graduate nurses are not working, 
nd those who are working may be 
found in a variety of fields. The rates 
n table 1 provide a more detailed pic- 
ture that shows how many of what kinds 
of nurses there are for every 100,000 
people in the Kansas City area. Note 
that there are only 300 working nurses 
per 100,000 population, and that, of 
these, only 171 are employed in hospitals. 


Table 1 
Graduate Nurses Per 100,000 
Population in the Kansas City 
Metropolitan Area, 1954 


when we 





Greduate nurses Nurses per 
100,000 


population 


according to 
field of nursing 





Total working nurses 300 
General duty 93 
Head nurse or supervisor 54 
Private duty 44 
Doctor’s office 24 
Industrial 15 
School 15 
Nursing education 15 
Public health 14 
Institutional administration 10 
Miscellaneous 16 
Working nurses employed 

in hospitals 171 

All nurses (working and 

not working) 451 





st of the fields 


found to be 
| 


in which nurses 

working are self- 
explanatory, but it would be well to 
lescribe what is included in the cate- 
gory called “Miscellaneous.” There were 
so lew graduate nurses working in some 
helds that they could not be analyzed 
separately. When this “Miscellaneous” 
category appears in these articles you 
will know that half of that group con- 
sists of nurse-anesthetists, surgical as- 
and clinic nurses. One-sixth of 

them. although they remain in the health 


Sistants, 
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field and are graduate nurses, are not 
actually nursing at all. These include 
such persons as medical librarians, phys- 
ical therapists, X-ray 
The remaining third of this group is 
composed of nurses who are employed 


technicians, etc. 


by nursing organizations, graduate nurses 
who are in school, and those who are 
in the armed forces. It is true, of course, 
that the people in this category may 
have little or nothing in common with one 
another. They are simply the ones who 
were left over after everyone else had 
been properly classified. We call this 
a residual category, and it is 
stood that because the category con- 
tains such diverse activities, nothing can 
be said about it in general. We offer 
apologies to those nurses who are work- 
ing so hard in those areas and whom 
we so nonchalantly dispose of as “Mis- 
cellaneous.” It is not because we do 
not think you are important; it is be- 
cause there were not enough of you for 


under- 


us to do justice to you in our analysis. 


Returning to Table 1, what do these 
rates mean in terms of the adequacy or 
inadequacy of the nurse complement? 
Are there sufficient nurses in Kansas 
City, or is there a shortage? Unfortu- 
nately, the figures alone cannot answer 
those questions. There are no real ob- 
jective standards by which the rates 
can be judged. However, we do know 
that there are 4,916 hospital beds in 
the survey area and, therefore, that 
there are 3.3 beds for every hospital 
nurse. The Hill-Burton Hospital Act 
sets up an eligibility limit of 4.5 hospital 
beds per 1,000 population for a base 
hospital area such as Kansas City. 
Actually, the area has 5.7 hospital 
beds per 1,000 people—well over the 
Hill-Burton limit. If, then, one were 
to assume that there were more than 
sufficient hospital beds, and if there is 
a working hospital nurse for every 3.3 
beds, the conclusion might be reached 
that there were sufficient hospital nurses 
in Kansas City. But such a hasty con- 
clusion would hardly be a sound one in 
terms of the limited data we have pre- 
sented. Nurses do not take care of beds; 
they take care of patients. And pa- 
tients widely in the kinds and 
amounts of care they need. A hospital 
bed is a hospital bed 24 hours a day, 
seven days a week, and this implies 
more than one nurse. On the other 
hand, all hospital beds are not filled 
all of the time. These and many other 
factors would have to be carefully con- 
sidered before judgment could be passed 
regarding the adequacy of a nursing 
complement. 


vary 


There is another means for judging 
adequacy of resources. It is provided 
by the data compiled by Helen G. Tib- 
bitts and Eugene Levine in section 
of the Health Manpower Source Book, 


entitled Nursing Personnel. Tibbitts and 
Levine list all the States by rates of 
nurses per 100,000 population. There- 
fore, comparisons can be made, as they 
are in Table 2, with certain 
States. 


selected 


Table 2 
Nurse-Population Ratios 
For Selected States and the 
Kansas City Area 





Selected States 100,000 population 


Nurses per 





Highest States 
Washington, D. Cc. 377 
Connecticut 361 
Massachusetts 334 
Middle States 
Michigan 
lowa 
Florida 
Lowest States 
Alabama 
Arkansas 84 
Mississippi 84 
Study Area 
Kansas 184 
Missouri 
Kansas City area 300 





Again, we must be cautious in inter- 
preting these figures. The ratio of nurses 
to the general population varies directly 
with the density of population. so that 
urban areas can be expected to have 
higher rates than rural areas. Notice 
in Table 2 that the three States 
the highest rates are also three of the 
most urbanized States in the United 
States. The District of Columbia is 
completely urbanized. In contrast, the 
States with the lowest rates are 
three of the most rural States. Notice, 
too, that there is a much higher nurse- 
population ratio in the Kansas City area 
than there is in either of the two States 
in which that metropolitan area is lo- 
cated. Although the rural-urban dif- 
ferential is not the only factor affecting 
the rates, it is an important one. Medi- 
cal and other health facilities obviously 
tend to gravitate toward urban centers, 
and where there are facilities, 
can expect to find personnel. 


with 





three 


there we 


How Typical Is Kansas City? 

area of the United States and 
every city in it has its own unique 
characteristics, just as every hospital is 
in some way different from every other 
hospital. Yet, like hospitals, different 
cities in this country share many char- 
acteristics in common. Because of this 
we may expect the nurse complement 
in any one city to be like that in other 
cities in many respects, although in 
some respects there will be important 
differences. It is possible, for example, 


Every 


(Continued on page 29) 


A nurse-author who is Education Officer 


for the General Nursing Council for 


England and Wales reports on the 


progress that is being made in 


the development of 


nursing training 


by Marjorie Houghton 
Education Officer of the General Nursing 
Council for England and Wales 


EVELOPMENTS in the nursing 
services of many British Colonial 
territories in recent years afford 
practical evidence of the rapid advance 
educational facilities in 
Education has an impor 


developments, 


of social and 
those 
tant bearing on 
since a good professional training must 
be based on a sound foundation of gen- 


areas. 
these 


eral education. 
Not only is deter- 
mination to provide modern hospitals 


there a growing 


with good amenities for the care of 
patients and for the training of nurses 
but there is also increasing recognition 
need for a he alth 


ind for health teaching and home 


ot the preventive 
service 
care in remote villages as well as in the 
towns 

\ growing interest in the treatment of 
mental illnesses is another significant 
sign of a developing social conscience. 
Enthusiasm and Hard Work 

As Education Ofhcer to the 
Nursing Council for England and Wales, 
I have had the 


and British territories in 


General 
privilege of visiting 
the Caribbean 
West Africa. In 
thusiasm and hard work being brought 


io bear on the solution of the problems 


each case | found en 


presented by the need for a greatly 
expanded nursing service. 

It is an accepted policy that the sta: 
dards to be at should be 
parable with those required in Britain, 
and indeed, should be acceptable any 


(Nursing standards in_ the 


aimed com 


where 
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United Kingdom are discussed in a sec- 
tion at the end of this article.) The 
General Nursing Council has the power 
tv admit to the General Register of 
Nurses persons trained outside England 
and Wales, provided that the applicant 
has successfully compleied training ap- 
proved by the Council and undertaken 
in a hospital acceptable to the Council. 

I have found in the Caribbean and in 
West Africa, and no doubt this is alse 
true in other colonial countries, that 
there is a keen desire on the part of 
the nurses to have a recognized status 
in their own country and to be able to 
register with the General Nursing Coun 
cil for England and Wales. At present. 
nurses who have training 
in the Nurses’ Training College of the 
Gold Coast (West Africa) and its as- 
sociated hospitals, the University Col 
lege Hospital School of Nursing, Nigeria 
and in the West Indies at the University 
College Hospital and the Kingston Pub 
lic Hospital, Jamaica, are eligible for 
such registration. concession in 
the training period for State Registration 
can also be given to some nurses trained 
overseas. The remission granted varies 
from six months to two years, though, 
in some cases, no concession can yet be 


completed 


Some 


given. 

In 1954, at the invitation of the Gov 
ernment of the Gold Coast, I acted as 
examiner for both the Pre- 
Examinations con- 


Board of the 


external 
liminary and Final 
ducted by the Nurses’ 


Gold Coast; and I formed the opin 
that the staff of the Nurses’ Trainin 
College and the Board of Examines 
were content only with the highest sta 
dards of nursing practice and the cand 
dates were well taught and eager to 
well. 

In December, 1955, I visited Nigeri 
act as external examiner for the first Fir 
Examinations of the School of Nursin: 
ef the University College Hospital. Thi: 
was my third visit to that school and 
was a great pleasure to find that 
high ideals and standards aimed at f1 
the foundation of the school are bein 
maintained and strengthened. The youn: 
train in this school w 
not only be the future backbone 
the nursing staff of a teaching hospita 
but should play a_consideral 
part in the development of professio 
Nigeria. 

The problem to be faced is the se 
ing of full recognition by the Gener 
Nursing Council for England and Wale: 

this goal must he 
planned and systematic curriculum 
theoretical and practical instruction | 
cover a satisfactory syllabus of training 
a sufficiently wide variety of practic 
clinical work available to ensure thé 
each student has had adequate expe! 
ence in medical and surgical nursit! 
with certain specialties, and in the cart 
of men, women and children; and i 
cilities and equipment for nursing in t 
wards and departments of the trainil{ 


wemen who 


also 


nursing in 


To gain there 
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\ccom 
ent 3 
fe n 
niport 
onditi 
rt of 
where 


studen 


ngfin British Colonies 


e Opi ispital to enable the student to be 
Training ight safe standards of practice. 
Examine [hese basic requirements are not al- 
hest st s easy to meet; lack of funds may 
the car e a real obstacle. as is the shortage 
staff qualified to take part in the 
iching and training of the student 
Niger 
first Fi e have had. of course, essentially 
f Nurs e same problems to meet in establish- 
ital. 7 ng standards of training in England. 
vol and \ccommodation for a teaching depart- 
that | ent and for a students’ residence, and 
d at fi e necessary teaching staff, are all 


are being mportant, but even more so are the 
‘he youns nditions in the wards where the real 
hool w of nursing should be taught and 
k bone skere continuous supervision of the 


hospit student nurse’s practice can be given. 


sider rhe number of training schools in 
fessi0 h territory naturally varies with the 
the country, the needs of the 
ition and the stage of advance- 
which the education and training 
for nursing has reached. Taking 
1 as an example, there are in 
region four or five Government 
tals where nurses are trained, and 
number of training schools con- 
by religious orders and mission- Students of nursing at the Training School in Basseterre, St. Kitts, West 
ieties. These training schools pre- Indies, are given a lesson in lifting a patient. In charge, at left, is the 


en and women for admission to the Matron, who was trained at the Edinburgh School of Nursing in Scotland. 


in Nursing Council’s Register of 

There is a School of Nursing 
1 to the one undergraduate 
il training hospital in this coun- 
e University College Hospital of 
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Whatever variations there may be in 
languages, social customs, cuisine and 
so on, nurses’ training must include 
anatomy; here it is taught in a@ school 
in Lagos, Nigeria. 


Nigeria at Ibadan. Student nurses suc- 
cessfully completing their training at 
this school are eligible to apply for 
registration with the General Nursing 
Council for England and Wales. 

The Nurse Training College at Korle 
Bu gives training for State Registra- 
tion in the Gold Coast, and these nurses 
are also eligible to apply for registra- 
tion in the United Kingdom. There is 
a large new hospital, with a nurse train- 
ing school attached, recently opened in 
Kumasi. In addition, there are through- 
out the country, Government and other 
hospitals training nurses for the grade 
of “Qualified Nurse” which covers a less 
comprehensive curriculum than that of 
the student preparing for State Regis- 
tration. 

The nurse training is based on the 
British pattern adapted to the local 
conditions. Almost all the nurse teach- 
ers in Africa and in the Caribbean have 
received their teaching preparation in 
the United Kingdom. 

Organized recruitment 
not very widely adopted, but the senior 
staff, Matrons and Tutors, are 
that the 
nursing and the op- 
portunities that the profession offers, 
are made known to the headmistresses 
and pupils in the girls’ schools. 


programs are 


nursing 
making it 
worthwhileness of 


their job to see 


Problems are plentiful and they differ 
from those of the European countries 
very considerably. There is no great 
competition from other professions, from 
industry or commerce, but there is the 
traditional pattern of the African wom- 
an’s life, which emphasizes her prepara- 
tion for the role of wife and mother 
which she assumes at an early age. In 
Moslem communities tradition has been, 
of course, very much against women tak- 
ing any part in public activities. Educa- 
tion for women has advanced rapidly in 
the past twenty years in some territor- 
ies; in others it is still lagging far be- 
hind that provided for men. Indeed, 
the nursing and para-medical services 
have been almost entirely in the hands 
of men in these 
Hewever, there is no doubt that with the 
rapid advance in education and social 
services in every area, more and more 
women nurses will be required to meet 
the demands for health education and 
nursing care. Already a significant num- 
ber have passed the stage of basic nurs- 
ing education and are ready to under- 
take preparation for teaching and ad- 
ministration in the health and hospital 
service. 


some of countries. 


To help readers to assess standards of 
training aimed at in the colonial ter- 
ritories, a summary of United 
Kingdom standards is here appended. 

In England and Wales today 300 hos- 
pitals act as complete training schools 
for Registered Nurses. Approximately 


short 


another 300 participate in the trajpjy 
by forming a Group Training Sc}ioo] . 
by giving clinical experience for 
proved part of the three-year tr; 
period. Other hospitals give 
training to nurses for the mentally j 
for mental defectives, for children a, 
for cases of infectious diseases. 

Essential experience in general nu: 
ing must include general medical ap; 
surgical nursing, gynecological nursing 
and the nursing of sick children, but th 
Council encourages the widening of th 
curriculum to include short periods 
experience in a variety of special fields 
Recently some training schools have y 
organized their basic training to includ 
some experience in home nursing and 
health teaching outside the hospital 

In general, the authority responsib|: 
for the conduct of these training school 
is the Committee of Management 
Board of Governors of the hospital cop 
cerned. Many large schools have an ed 
cation committee to form and _ direct 
policy. Almost all the 
owned by the State through the Minis 
try of Health, though a few remain ; 
dependent of state control and finance 
as, for example, those controlled by x 
ligious orders. The controlling authori! 
fixes the standard of education for 
mission to the training school. Old 
established schools of nursing attache 
to hospitals which are also undergrad 
ate medical schools have many ap; 
cants. These schools mostly require tha 
the candidate should have attended 
grammar school until she was sixte: 
and that she should have passed in sp 
cific subjects when taking her Gener 
Certificate examination. 


hospitals 


Candidates may be required to sit ! 
an entrance examination. The Genera 
Nursing Council makes available to trai! 
ing schools an intelligence test, devi 
by the National Institute of Industria 
Psychology, which also gauges a cand 
date’s vocabulary and ability to sol 
simple numerical problems. 

The General Nursing Council has th 
under the 1949 Nurses Act, | 
recognize experimental schemes of trai 
ing, and a number of these are at pres 
ent being tried out in various parts 
the country. 

Though I have not had experience 
nursing standards in the United State: 
I would say, from observation of Amer 
can nurses who come to Britain shor! 
after completing their training tha! 
though a different emphasis ma 
placed on one or another section of th 
curriculum, the average student attai! 
ments at registration are very simila! 
American and Commonwealth nurse: 
seem to fit into Britain’s nursing serv! 
very well without needing any ‘und 
mental adjustments in their concep! 
of nursing. 


power, 
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by Joan Sarvajic, R.N. 


Formerly Instructor in Pharmacology, Bellevue Schools of Nursing, New York City 


The Treatment of Leprosy 


It has been assumed that leprosy did not exist in the 
New World until after the arrival of Columbus and that 
it was introduced by individuals who had been infected 
in the older European foci. Later, cases were introduced 
from highly endemic areas in Africa through the traffic 
in slaves. 

Since leprosy is believed to have existed in Mexico 
early in the sixteenth century, there is a possibility that 
cases appeared early in that section of the United States 
which was formerly part of Mexico. By 1766 the disease 
had become sufficiently prevalent to cause the Spanish 
Government to establish a hospital near the mouth of 
the Mississippi River for the care of individuals afflicted 
with the disease. 

From this evidence, it may be concluded that leprosy 
has existed in the United States for 200 years or longer. 
An idea of the number of cases imported into the country 
can be obtained from the records at the National Lepro- 
sarium at Carville, Louisiana, established in 1921. The 
greatest numbers of cases admitted were natives of the 
following locations: Mexico, 33 per cent; Pacific Islands, 
20 per cent; West Indies, 13 per cent; China, 9 per cent; 
Italy, 5 per cent, and Greece, 5 per cent. 

In spite of large importation, the disease has become 
established only in three or four sections of the United 
States to such an extent that it can be described as 
endemic in those sections. Florida, Louisiana, and Texas 
are generally described as endemic States. A great major- 
ity of the cases have occurred in foreign-born individuals. 


Pathology and Pathogenesis 

The current concept of leprosy is simply that of a 
chronic lepromatous or nodular leprosy and tuberculoid 
leprosy. The human leprosy bacillus, as the cause of 
an infectious disease in humans, was the first organism 
to be seen and reported by Arthur Hansen in 1874. In 
spite of earnest efforts of many investigators, this acid- 
fast bacillus remains the only pathogenic bacterium which 
has not been cultivated in vitro or transmitted to animals. 
Thus one of the fundamental problems in studying the 
disease lies in the fact that although lepromatous lesions 
are stuffed with acid-fast bacilli, these mycobacteria fail 
to grow on bacteriological media or in tissue cultures of 
cells from the natural host species. 

The characteristic case of lepromatous or nodular lep- 
rosy presents the picture of an individual saturated with 
an infectious organism which is in itself not capable of 
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destroying tissue cells directly, which is not injurious 
to the process of cell life or reproduction, and yet one 
which is not easily destroyed by these cells. Nodular 
leprosy is remarkable for the slow, leisurely manner of 
its progress; it has a strong tendency to progress during 
comparatively brief periods of activity punctuating periods 
of regression. An average time of five years or more is 
required for the disease to become clinically evident and 
another ten or more years to kill the patient. The fatal 
result is brought about by such complicating pathology 
as amyloidosis, nephritis, or tuberculosis even in the 
presence of thousands of billions of organisms. 


The diametrically opposite type of leprosy, the tubercu- 
loid type, receives its name from the tubercle formation 
in the lesions themselves. Wherever leprosy occurs, from 
10 to 50 per cent of the cases will exhibit this form. 
The tissue reaction is chiefly a proliferative epithelioid-cell 
reaction to the organism. The tubercles are in actuality 
poorly formed. The foci occur in much the same areas of 
the skin as do lepromatous foci, related to various struc- 
tures. The most interesting difference between tuberculoid 
and lepromatous forms concerns the bacilli and nerves. 
Tuberculoid skin plaques in leprosy do not enlarge later- 
ally to more than a slight degree. Bacilli may be moder- 
ately plentiful in the early phases of tuberculoid leprosy, 
but never to the point of abundance as in the lepromatous 
lesions. They are present for only a limited time, a 
matter of 8 to 10 weeks, with the lesion itself capable 
of complete regression in 8 to 10 months. 


Between the time of the individual’s exposure and the 
appearance of clinical signs, the site of deposition of the 
organism in the body is unknown. Human beings afflicted 
with Hansen’s disease in its active lepromatous form are 
generally recognized as the principal, if not the only, 
source of infection. One study reveals that persons living 
in a household with a lepromatous case had a risk of 
infection four times greater than that of persons living 
in a household with a tuberculoid case and eight tim s 
greater than that of persons living in a household con- 
taining no known case. One must assume that the exposed 
individual inhales and swallows organisms in generous 
quantities. Even in heavily infected communities, leprosy 
has an extremely low attack rate among the exposed. 
Whether nutritional, physiological, genetic, climatic, or 
economic factors play an important role is far from clear, 
but the problems of immunology of leprosy as seen today 
suggest that all contribute in some measure. Nothing is 








known of the incubational phase of leprosy, bacteriologic- 
illy or anatomically. 

In 1920, the Federal Government negotiated with the 
State of Louisiana to obtain the Louisiana Leper Home 
at Carville, which had been in operation as a State institu- 
tion since 1894. On February 1, 1921, the National Lepro 


sarium was officially opened. 


The Treatment of Leprosy 

An unusually wide variety of therapeutic agents has 
been used in the treatment of leprosy and its complica 
tions. Until the past two decades, none, with the possible 
exception of chaulmoogra oil, was found capable of keep- 
ing the ravages of the disease in any large number of 
cases from progressing to a hopeless termination; the 
disease has in the past been considered an incurable one. 

It was only during the last two decades that certain 
derivatives of chaulmoogra oils, suitable for intramuscular 
and intracutaneous injections, could be successfully ad 
ministered in large doses. These have changed the course 
of the disease considerably. The chaulmoogra oil deriva 
tives are considered especially valuable in tuberculoid 
leprosy and other milder forms of the disease. It is 
generally agreed that chaulmoogra oil is also effective 
in patients with the more malignant type of leprosy, but 
a large percentage of patients cannot tolerate this treat 
ment 

Probably the most important single therapeutic advance 
in the treatment of leprosy occurred in 1941 with the 
introduction of the sulfone drugs. Since there is very 
ittle question about the effectiveness of the sulfones, 
even in the most malignant types of the disease, and 
prolonged treatment is tolerated well, the sulfones are 
considered the treatment of choice. However, it must 
ilways be remembered that chaulmoogra oil is the only 
remedy available in many parts of the world. This is 
because of its low cost and plentiful supply. 

[he sulfones were first examined for their bacteriostatic 
and = bactericidal properties in the course of extensive 
studies of the chemotherapeutic value of compounds re 
ited to sulfonamides. It was the success of sulfones in 
inhibiting the spread of experimental tuberculosis which 

! Cowdry and Ruangisiri in 1941 to study their effect 
on rat leprosy. Optimism stemmed from the fact that 
leprosy, like tuberculosis, was caused by an acid-fast 
organism The results were sufficiently encouraging to 
lead to the clinical trial of sulfones in 1943. 


The sulfones of clinical interest are derivatives of 4, 
t’-diaminodiphenyl sulfone (DDS). Those derivatives of 
DDS which have had the most extensive clinical use are 
Promizole, Diasone, Promin, and Sulfetrone. It is now 
apparent that all the derivatives of DDS actually depend 
for their activity upon the release of DDS in vivo. The 


toxicity of these derivative compounds may be greatly 
reduced, but then the therapeutic efficacy is also decreased. 
Clinical improvement is evident in practically every 
patient treated with sulfones. Mucosal lesions are the 
first to respond. Oral, nasal, pharyngeal, and laryngeal 
nodules, infiltrations and ulcerations regress and disap- 
pear, and secondary infections subside. Skin lesions 
respond more slowly. However, almost complete clearing 
of the skin occurs in one to three years except for residual 
pigmentation or depigmentation, atrophy, and scarring. 
Eye lesions show little response to sulfone therapy. If 
patients are treated before ocular disease is evident, no 
eye involvement occurs during treatment. When involve- 
ment is not advanced and consists only of slight infiltra- 


tion of the cornea and beading of the circumcorneal 
nerves, the majority of patients show improvement during 
sulfone therapy. Severe lesions consisting of keratitis, 
nodules in the iris, and diffuse iridocyclitis tend to be- 
come worse during therapy. Leprous neuritis is not 
greatly benefited by sulfone therapy, but extension of 
the neurological involvement as a result of severe lepra 
reactions is minimal. 

Clinical improvement occurs much more rapidly than 
bacteriological improvement. It is common to find that 
patients harbor organisms in mucous membranes, skin, 
and nerves long after superficial lesions have cleared. 
The lesions of the mucous membranes are usually the first 
to become negative for leprosy bacilli. The time required 
ranges from six months to a year in macular or neurole- 
promatous cases and one to two years in nodular and 
diffuse lepromatous cases. Skin lesions of the macular 
lepromatous type may become negative in one and a half 
to three years. Nodular and diffuse lepromatous cases 
rarely show negative smears before the completion of 
three to five years of clinical treatment. 

Although definitive studies are not possible, it seems 
obvious that sulfones exert a bacteriostatic rather than 
a bactericidal action against leprosy bacilli. Long con- 
tinued therapy is necessary before the combination of 
host defense mechanism and sulfone bacteriostasis is able 
to eradicate organisms from superficial lesions. Even 
eradication does not necessarily signify that the infection 
has been cured. There is an appreciable incidence of 
relapse in patients who have discontinued therapy after 
smears have been negative over a period of a year or more 
For this reason it is the current practice to continue 
sulfone therapy indefinitely at one third of the regular 
dosage, even though all criteria for “cure” have been 
fulfilled. If the drugs are employed in minimally effective 
doses with rest periods interspersed, serious reactions are 
very rare, and patients are able to tolerate the therapeutic 
regimen indefinitely. 

All the sulfones exhibit similar patterns of clinical 
toxicity. Hemolytic anemia, methemoglobinemia, gastro- 
intestinal disturbances, and central nervous system dis- 
turbances occur. In addition, there are drug reactions 
related to the disease process. The incidence of acute 
lepra reactions which occur normally during the course 
of the disease is increased during sulfone therapy, whereas 
that of others is markedly decreased. In the first category 
is erythema nodosum. When this reaction is associated 
with sulfone therapy it is believed to be due to a salutary 
effect of the drug on the lesions. Episodes of acute leprous 
neuritis which coincide with those of erythema nodosum 
are also considered a favorable sign. On the other hand. 
the incidence of erysipeloid reactions and severe lepro- 
matous fever is greatly reduced. 

Streptomycin is a useful adjunct to sulfone therapy. 
Lesions of the mucous membranes and skin subside more 
rapidly in response to the antibiotic than to the sulfones. 
Dihydrostreptomycin is also effective for enhancing re- 
gression of specific leprous lesions. Much of the improve- 
ment is believed to be due to the action of the drug on 
secondary invaders. It is also believed that the drug has 
antileprotic properties. The toxicity of streptomyein pre- 
cludes its continued use over the long period necessary 
to control the disease. There is also presumptive evidence 
that bacterial resistance to the drug develops. Thus, com- 
bined or alternating use of the sulfones and dihydrostrepto- 
mycin or streptomycin, or two or more sulfones, is the 
treatment of choice in leprosy. 


Bibliography 


Editorial: “New developments in the management of lep- 
rosy,” Annals of Internal Medicine, 1949, 30, 692-700. 
Erickson, P. T.: “The Treatment of Leprosy,” Annals of 
the New York Academy of Science, 1951, 54, 115-125. 
Goodman, L., and Gilman, A.: The Pharmacological Basis 
of Therapeutics, The Macmillan Co., New York, 1955. 
Johansen, F. A., and Erickson, P. T.: “Current Status of 

Therapy in Leprosy,” J.4.M.A., 1950, 144, 985-989. 


NURSING WORLD 





JULY 


c> 


ORD 


JULY, 1957 





CHAULMOOGRA OIL ANTILEPROTIC AGENT 





DESCRIPTION: Chaulmoogra oil is obtained from the seeds of certain trees of the order Flacourtiaceae, most 
of which belong to the genus Hydnocarpus. The chief ingredients of the oil are two unsaturated fatty acids 
which have been designated as chaulmoogric acid and hydnocarpic acid. 

ACTION AND EFFECTS: The only important pharmacological action of chaulmoogra oil is that which accounts 
for its effectiveness in the treatment of leprosy. Although the mechanism of action has not been elucidated, 
studies of the chemical structure of the compound have been made in an attempt to explain its activity. 

The compound is unique amongst fatty acids in that it is a closed ring of five carbon atoms and it is 
optically active. Some investigators consider unsaturation essential for activity, claiming that hydrogenation of 
the oil renders it inactive. Others are of the opinion that the five-carbon ring is the basis for activity. Finally, 
it has been stated that the physical properties, especially those of solubility and surface tension, are the im 
portant features of antileprotic compounds. These investigators believe a compound can be active even though 
it is saturated and lacks a cyclopenteno group. 

USES: The most important use of chaulmoogra oil is in the treatment of leprosy. Although in the United 
States it is no longer used because it is felt that the sulfones are definitely superior and more easily tolerated 
by the patient, in many parts of the world only chaulmoogra preparations are available for the treatment of 
leprosy. It is also important to note that Cochrane claims that in India better results are obtained with the 
oil than with sulfones. In Argentina, Schujman claims he has been able to detect but little difference in the 
response to the two types of therapy. 

PREPARATIONS: There are three major types of preparations: the natural oil, the esterified acids, and the 
sodium salts of the specific fatty acids. Of the salts, sodium hydnocarpate has had extensive clinical use. Chaul 
moogra oil, when freshly prepared, is suitable for parenteral administration. Ethyl chaulmoograte, an ester, is a 
more expensive preparation than the oil. It is less irritating, less viscous, and more easily injected than th 
natural oil. 

DOSAGE AND ADMINISTRATION: Sodium hydnocarpate is the only preparation suitable for intravenous admin 
istration and is widely employed where leprosy is prevalent. Two techniques for the administration of the oil 
and its ethyl congener are commonly employed. One method is intramuscular injection, the other is direct in 
filtration of the leproma by multiple intradermal injections of about 0.5 ml. each. In the latter procedure the 
body is carefully mapped so that the entire afflicted area is eventually infiltrated. The drug is not injected twice 
in the same area within a period of less than one month 

TOXICITY: Toxic reactions are likely to follow the administration of chaulmoogra oil or its derivatives, but 
these are, as a rule, not very serious. Dizziness, pains in the chest, and a choking sensation may occur. Gen 
eralized symptoms include headache, malaise, fever, weakness, insomnia, anorexia, abdominal pain, and a pecu 
liar generalized sensation of heat. The drug may irritate the kidneys, as evidenced by albumin and casts in the 


urine of a significant number of patients. Leprous reactions may also occur. 

PRECAUTIONS: Since it is the current view that the success of therapy with chaulmoogra oil depends upon th 
use of large doses and combined intradermal and intramuscular injections, the patient may find therapy somewhat 
unpleasant. The nurse must therefore encourage the patient to report faithfully for these injections; relapses 


may otherwise occur. Intramuscular injections are given once or twice weekly and the dose is increased as 
rapidly as possible to a weekly total of 15 to 30 ml. of the oil or ester, divided between the intradermal and 
intramuscular routes. Some degree of local irritation at the site of injection is common, and precautions must 
be taken to prevent thrombosis of veins, which may occur with the use of sodium hydnocarpate. 





AMITHIOZONE ANTILEPROTIC AGENT 





DESCRIPTION: Amithiozone (Tibione) is chemically 4-acetylaminobenzaldehyde thiosemicarbazone. It received at 
tention originally by Domagk and co-workers as a tuberculostatic agent. 
ACTION AND EFFECTS: Amithiozone is capable of arresting, but not eradicating, tuberculous infections in ex 
perimental animals. The drug is not sufficiently potent to exert an appreciable action in miliary tuberculosis o1 
tuberculous meningitis. The drug is appreciably less active than streptomycin against experimental tuberculosis, 
and it acts synergistically with streptomycin. 
USES: Amithiozone appears to exert approximately the same degree of tuberculostatic activity as PAS. Be 
cause of its toxicity, its use is reserved for patients who have failed to respond to other antituberculosis drugs 
Early beneficial effects on leprous lesions in a small group of patients have been noted. Amithiozone may 
eventually be regarded as one of the most promising drugs outside of the sulfone series. 
PREPARATIONS: Acetylaminobenzaldehyde is marketed in the United States under the name amithiozone (Ti 
bione). It occurs as a pale yellow, bitter tasting, fine crystalline powder which is almost insoluble in water 
The drug is available in tablets for oral administration. 
DOSAGE AND ADMINISTRATION: The initial dose of amithiozone is 50 mg. per day. This is maintained for 
a period of one to two weeks. After this the daily dose is gradually increased to a maximum of 200 mg. The 
drug appears to be just as effective when given in a single daily dose as when the daily dose is divided. 
TOXICITY: Knowledge of the clinical toxicity of amithiozone is largely obtained from the extensive clinical 
trials of the drug in Germany. The drug elicits a wide variety of untoward reactions. The most frequent of 
Amithiozone appears to be capable of depressing bone marrow 


these include anorexia, nausea, and vomiting. 
The inci 


function. Some degree of anemia is observed in a high percentage of patients undergoing therapy. 
dence of serious leucopenia is about 0.5 per cent. Hemolytic reactions have occurred in patients receiving high 
doses. Skin rashes are not infrequent; they may take any form, but exfoliative dermatitis has yet to be observed 
PRECAUTIONS: Because the clinical use of amithiozone is still comparatively recent, the nurse must observe 
closely the reactions of the patient to the drug. Although the drug is not regarded as nephrotoxic, mild albuminu 
ria has been reported. Thus, in recording the urinary output, the nurse should also look for evidence of cloudi 
ness. The incidence of jaundice in patients receiving therapy has been sufficiently high to consider the drug a 
potential hepatoxic agent. The effect of the drug on the liver appears to be reversible following discontinuation 
of the drug. It is therefore very important that the nurse note the sclera of these patients, since jaundice can 


be recognized here quite early. She will then be instrumental in having the drug discontinued before the dam 


age done is irreversible. 








DDS ANTILEPROTIC AGENT 





DESCRIPTION: DDS is chemically 4,4’-diaminodiphenylsulfone. Many other sulfones are derived from it. 


ACTION AND EFFECTS: /n vitro, DDS is capable of suppressing the growth of pathogenic strains of M. tuber- 
culosis in the concentration of approximately 10 micrograms per milliliter. The action is bacteriostatic, and its 
mechanism is presumably related to that of the sulfonamides. Its actions can be blocked by para-aminobenzoic 
acid. DDS is bacteriostatic and exerts only suppressive action in tuberculosis. The degree of suppression is 
much less than that which can be achieved with streptomycin, However, sulfones and streptomycin act syn- 
ergistically when given together 


uses: DDS has been used in the treatment of tuberculosis. The clinical results have not been impressive. 
Although favorable results have been reported in the treatment of chronic tuberculosis, the sulfones appear to 
we unable to influence the course of miliary tuberculosis or tuberculous meningitis. 

DDS is of great value in the treatment of leprosy. It is now apparent that all the derivatives of DDS depend 
for their activity upon the release of DDS. DDS, aided by other antibiotics, together with general measures 
for improving the resistance of the patient and caring for complications, has materially altered the outlook for 
the leprosy patient. DDS is most effective on the specific skin and mucous membrane lesions. Nerve and eye 
complications are more resistant. Definite improvement is noted in lesions of the skin and mucous membranes 
in six to twelve months. 


PREPARATIONS: DDS is not marketed as a drug but is being employed more and more widely in the treatment 
of leprosy. This drug can be easily and inexpensively manufactured, making the cost of treatment with this prod- 
uct lower than that of treatment with its derivatives. 


DOSAGE AND ADMINISTRATION: DDS can be given orally, or it can be administered as a 20 per cent suspen- 
sion in cocoanut oil, given twice weekly by deep subcutaneous injection in the dose of 2.5 ml. (500 mg.). 


TOXICITY: The most serious untoward response to DDS is a hemolytic anemia which occurs to a varying degree 
in practically every patient who receives a sulfone drug. Cyanosis due to methemoglobinemia also commonly oc- 
curs. The combination of anemia and methemoglobinemia results in signs and symptoms of anoxia. These in- 
clude tachycardia and characteristic changes in the electrocardiogram. Anorexia, nausea, and vomiting some- 
times occur. Headache, nervousness, insomnia, blurred vision, paresthesias, hematuria, pruritus, and rash have 
been reported. 

It is the usual practice to administer iron salts to patients on sulfone therapy and to allow frequent rest 
periods from the drug. Cyanosis can be temporarily relieved by the administration of methylene blue. 


PRECAUTIONS: Despite clinical toxicity, the sulfones can be given with safety over a period of many years in 
doses adequate for the treatment of leprosy, provided certain precautions are taken. The dose of the drug must 
be initially small and then gradually increased. Regular rest periods should be included in the regime of chronic 
therapy to prevent cumulative effects or the development of severe anemia. Patients should be under constant 
laboratory and clinical supervision. Fortunately the toxic actions of the sulfones are readily reversible upon 


withdrawal of the drug 





PROMIZOLE ANTILEPROTIC AGENT 
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DESCRIPTION: Promizole is 4-aminophenyl-2’aminothiozolyl-5S’sulfone. It is a derivative of DDS. 


ACTION AND EFFECTS: It is now generally believed that Promizole, which is a derivative of DDS, is dependent 
for its activity upon the release of DDS. Although the toxicity of Promizole may be greatly less than that of DDS, 
its therapeutic efficacy is also decreased. There is little reason to believe that the therapeutic index is any 
creater than that of DDS. It is also doubtful whether Promizole possesses any advantage with respect to absorp- 
tion and distribution. 

Promizole exterts a tuberculostatic action in vitro. In vivo the compound is bacteriostatic and exerts a suppres- fluen 
sive action in experimental tuberculosis. Sulfone-resistant oganisms do arise during the course of chronic therapy. KnOW 
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USES: Promizole is of great value as an adjunct to streptomycin in the treatment of tuberculous meningitis and 


miliary tuberculosis in children. to of 

It has proved to be an important drug in the treatment of leprosy. All types of leprosy benefit from sulfone heed 
treatment, but certain special precautions should be taken with the ulcerative diffuse lepromatous (lazarine lep- thus 
rosy) and tuberculoid type. In diffuse lepromatous leprosy with a tendency to infarct formation and ulceration, She 
ordinary doses of sulfones are apt to aggravate the process. Small doses are especially beneficial and result in thou 
rapid healing. In a number of patients with frank lepromatous lesions, these have been observed under treatment is t 
to change to the tuberculoid type by way of the reaction phenomenon. Large doses of the sulfones are therefere Thre 


not recommended in tuberculoid leprosy, for the skin is usually highly reactive and major tuberculoid reactions oom 
may occur®r 


PREPARATIONS:  Promizole is a crystalline compound which is only slightly soluble in water, but is readily 
soluble in dilute acids and organic solvents. It is marketed in 0.5 Gm. tablets for oral administration. 


DOSAGE AND ADMINISTRATION: In the treatment of leprosy, Promizole is given in the initial dose of 0.5 grams , 
three times daily for a period of a few weeks. The dose is then gradually increased until a total of 6 to 8 grams | 
is reached, at which level it is maintained. Promizole, when used for the treatment of tuberculous meningitis and 
miliary tuberculosis in children, is given in dosage such that the blood level contains 1 to 3 mgm. per cent of 
the drug. However the dose varies from patient to patient. In children it usually ranges from 1 to 4 grams daily. 
TOXICITY: Promizole is less toxic than DDS. Nevertheless it is capable of producing the same untoward reac- 
tions as the parent compound. These include hemolytic anemia, cyanosis, anoxia, anorexia, nausea, and vomiting, 
headache, nervousness, insomnia, blurred vision, paresthesias, hematuria, pruritus, and rash. 


PRECAUTIONS: It is particularly important that the nurse be aware of the fact that Promizole has been ob- Part 
served to exert a definite goitrogenic action. It also promotes the development of secondary sex characteristics in 
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Our imaginary heroine, “Toby,” goes on her vacation in this 


final installment of her biography. 


While enjoying herself 


in Mexico, she continues to learn things about herself and 


her relationships with others. 


word symbols in mental health practice 
part 3: 


THE VALUE OF SELF 


by Luella J. Morison, R.N. 


Nursing Consultant, Ohio Division of 
Mental Hygiene, Columbus, Ohio 


OBY LASER’ grew and matured. 
She became more firmly convinced 

of her philosophy of honesty— 
'O—Be—Yourself. As she moved in 
e world, she found that this comfort- 
bleness she had acquired in dealing 
with self could be useful as she tried to 
Very early in life she had 
that to “win friends and _ in- 
people” one should build on a 
knowledge of self—that she should ob- 
serve her behavior as she relates 
to others, that she should listen, accept, 
support, encourage and_ rehabilitate— 
fthus her completed name L-A-S-E-R. 
She learned to observe 
) thoughts and feelings which people give 
they go about their daily routines. 
Through striving to help others to be- 
me happy effective selves, she learned 

nurture self.? 


elp others. 
Parne d 


fl lence 


own 


also clues to 


“Life’s a game,” Toby said to herself 
she walked down the narrow wares- 
luttered street of a little Mexican vil- 
lage where she was spending her sum- 
mer vacation. She was out to enjoy her- 
lf, for everyone knows that a vacation 
inge of environment) is good for 
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one from time to time. She could not 
help thinking how she had changed lo- 
cation, situations, and even the people 
around her. All this presented a new 
view through which she could see other 
interesting things that people do and 
say as they live life. 

She walked along pondering the fact 
that people seemed so concerned about 
getting things with which to play the 
game of life that they often forgot the 
more essential factor of learning how to 
play it. Winning seemed to be quite 
closely associated with stepping ahead 
of the other fellow or with being recog- 
nized as the one at the top. How well 
one plays the game, how much she as- 
sists others in their moves forward, and 
how much happiness will result from 
attaining the ultimate goal of life often 
seem insignificant. 

At this point, Toby 
into an awareness 
Two active Mexican children 


was virtually 


shoved of activities 
about her. 
approached her, each attempting to get 
her attention. Their dark were 
bright with enthusiasm; their faces ra- 
diated eagerness. Each child with grimy 
little hands displayed a useless object 
which he hoped to sell. But Toby had 
had language difficulties from the mo- 
ment she crossed the border, and saying 
“no” with a tone of finality seemed im- 


eyes 


possible at this moment. She verbally 
expressed her disinterest in making a 
purchase. The more she looked 
and shook her head in a negative man- 
ner, the more the children ran ahead 
of her forming a jumping barricade. 
They repeatedly cried, “Si! Si!” as they 
extended their upturned hands expect- 
antly. 


away 


The soiled articles had no appeal to 
Toby, but the youthful buoyance of the 
children melted her attitude 
to a warm positive one. 
in a neutral, almost indifferent, attitude. 
She had displayed an unwilling, nega- 
tive (—) 
they first approached her. Why was she 
willing to change now? Was it that she 
now realized she was being called upon 
to do something, to act in a (+) man- 
ner? The very change in the sign tells 
what is needed to bring about different 
approaches, attitudes, or responses. “I” 
(1) must be added to the negative (—) 
in order to get a positive (+) result. 
Toby paused in the shade of an impro- 
vised awning which harbored the en- 
trance to a small eating place. As she 
seated herself on a sidewalk bench, the 
children climbed up and 
fortably into place beside her. 

She undertook an elementary language 
or was it basic phonetics? Be- 


negative 
She had been 


behavior to the children when 


wiggled com- 


lesson 
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clearness of 
her 
she slowly enunciated “No” 
well-rounded “O”. In 
sponse there was a duet of “Si! Si!” as 
the children nodded 
determined up and down fashion. Sud- 
light dawned! What Toby 
the children saying was 

or “Look at our trinkets!” 
really were telling her 
“Si! Si!”’—or “Hear 

“op 

simply “Give us something of yourself.” 
This the form of 
money in exchange for the soiled offer- 
but Toby had 


hildren needed 


the 
would 


that 
nunciation 


lieving the pro- 


convey feelings, 
with a nice 
immediate re 
their heads in a 
denly the 


had 


heard 


“See See! 


What 


they was 


plead 
Interests, o1 


our heart 


meant Share 


ings. 


giving could be in 
a feeling that these 
thar 
They could use some of the 


ing. 


something more 


just money. 


uniqueness which only she 


I hey ( ould 


possesse d 


use some of her warmth of 





personality. Then they would have some- 
thing from her storehouse of gems for 
heppy living. She might never see them 
again, but this experience could be, 
like all life experiences, a thread to tie 
life together. 

So Toby began to talk with these 
children as she touched the hand of 
each. She smiled at them and said 
with great sincerity, “U-R-O.K.” Strange- 
ly enough they understand her 
and beamed in response. She did not go 
detailed explanation, but the 
thought behind this expression was: Un- 
derstanding Requires Operative Knowl- 
edge. If she was to understand these 
children, she would have to look back 
to her own childhood experiences. Opera- 
tive knowledge would then require her 
to “pay off,” so to speak, as she de- 
veloped an_ interpersonal relationship 
with them now. In this 
opportunity to make these children hap- 
py demanded that put her 
memories and feelings into some form 
of activity. Life is full of such situations 
which pave the way for giving of self, 
for Sharing Interests. 

Perhaps this would be a more eventful 
day if they went into the restaurant and 
had some food. The suggestion was glee- 
fully accepted by the children, and they 
grabbed the chance to order their favor- 
ite delicacies. A “party” of this type 
called for thing in Toby’s 
opinion, and she quickly gave a reques:' 
for T-E-A. In times like this, when 
she seemed the least bit weary or tense, 
tea had always given her a lift. She 
have renewed energy with 
the situation. While she 
sipped her tea, the children chatted on. 
T—Thought, or intellectualizing, 
mits much of life to be placed on the 
cold factual slab of reality. To be cog- 
nizant of facts may permit one to anal- 
anything in a 1-2-3 manner. But 

these children, Toby could see 
little value in just thinking about their 
Thought alone would give no 
depth to her simple statement of “U-R- 
O.K.” Thinking in itself does not al- 
ways insure insight, nor does it give 
assurance that conclusions will be last- 
ing. E-Emotions, or feelings, are per- 
haps an even greater part of communica- 
daily living. The emotional 
component supplies meaning and greater 
permanency to understanding. Emotion 
makes it possible for one to empathize, 
to view people with subjectivity rather 
than objectivity. It magnifies the how in 
living and permits one to bring some- 
thing of herself into actuality. So it is 
that people think, they feel (empathize), 
and finally Act-A. Their behavior may 
be the result of almost total intellectual- 
ization, emotionalism, or a prudent com- 
bination of the two. This intermingling 
of thought with feelings gives a better 
understanding of why others act the way 


slang 


into a 


other words, 


she own 


only one 


seemed to 
which to view 
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with 
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they do, i.e., why they hide behind fe,,. 
build strong defenses, or break undp - 
the tensions of life. me ¢! 
The leaves in the bottom of Toby elp 
tea cup reminded her that a fortyMlMort b 
teller often gazes a long time befoy pect 
she can interpret a message from tefMdark -« 
leaves. Similarly it may take long gy 
ing to interpret the acts or behavyig 
of others, because words may belie th: 
feelings and leave the impression {| riptio 
they have clearly thought through d ha 
major problem. They may talk to « 
vince themselves of their conclusions 
yet live with feelings which cause 
internal spasticity. These feelings py 
vent clear thinking and in time caus 1s a 
behavior change. As the T-E-A is stirre iys al 
the leaves swim about, darting through catisiac 
the brew without purpose or plan. | 
controlled thoughts may do _likewis 
Actions may occur without forethoug of hop 
and emotions may be absent or operat fe? 
ing aimlessly. Only when there is th sat 
proper blend of 7-E-A can insight in 
one’s own behavior be viewed honest 


express 
of kir 
f ple i 


wnen 


tens}lon 


onten! 
con wi 

only then can one be of value and ¢ bility 
tend herself to others effectively. will in 

Toby’s attention was drawn will gi 
the window. Some well dressed touris: 
were passing by. Almost instantly, th gi siver 
children smiled their appreciation ant ff for 
slid off their stools to try their luc 
at salesmanship once again. The wait: 
exchanged a knowing glance as To 
paid the check and left. 

hey sharing interests, giving 
of self was really fun! She walk: 
along and marvelled at the 
manner with which these people move 
They seemed to meet each new touri a 
as a challenge for bringing out the 
best in order to make a sale that wou 
outdo any previous one. Yet, during th 
afternoon they took time for a sies! 
This rest seemed to renew their jo) 


towar 
tionshi 


Tob 


-yes, 


leisure 


being and living. 

The “R” sign on the local drug stor 
just ahead suddenly brought new meat 
ing to Toby. At home “RK” meant that 
prescriptions were prepared there; they 
people undertsood the sign in the san , 
way. Could “Kk” be used to give mor 
value to self, to give a formula whi 
the self could follow in sharing persor 


ality with others? KA could stand f pate 
Release from tensions and X would ! na 7 
the unknown something which bring as 
hope into the lives of everyone. Ke ar 
lease and hope—these two ingredient: 
help to form one of the most priceles It 
commodities in the world, mental healt! reall 
People constantly attempt to get md “AS 
ot tensions in order to make themselves ts 
more comfortable. Release allows ont in a 
to give freely of self and to accept mor unus 
readily what others invest in her. “The © nr 
fewer tensions people have, the happit! as s 
they seem to be,” Toby concluded as sht ture 
made a mental note of these vacatiol thou 
land people. “Therefore,” she added what 
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ne. Ri 
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] healt 
get r 
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DWs 0 
pt mor 
r. “The 
happit 
s she 
ac ator 
ided 
YORLD 


r behavio. 
| beli« the 


people are unhappy, or when they 
st their way in life and have be- 
notionally ill, good therapy must 
em find their way back to com- 
release from tensions.” And what 
ple hope for? It may be a deep 
cret, or it may be a frequently 
expressed desire. It may be a word 
f kindness for one person and a world 
pre- 
«ription for the improvement of health 


pleasure for the next one. No 
d happiness could be dispensed with- 
tt recipient’s having hope. Per- 
ips this is the most valuable, yet the 
st expensive, commodity one may give 
As long as there is life one 
is a right to hope—hope for better 
iys ahead, hope for understanding and 
satisfactions in life, hope for happiness 
said and 
others or 


another. 


when all is done. To cause 
to deprive them 
greater harm in 
fe? To do either of these is to function 
a thief, actually to 


of others. 


tensions in 

hope can one do 
steal from the 
No mature per- 
who fully understands the responsi- 


ntentment 


ty she has to “love thy neighbor” 
|| intentionally do this. Such a person 
| give and take in interpersonal rela- 
nships with the hope that both the 
better 


siver and the receiver will be 


for the experience. 


Toby's vacation continued to be a 


ppy one. She observed new customs 
the people, she entered into new activ- 
that her favorite 


bbies of traveling and liking people 


ties, and she found 
| given her many new intangibles to 
Toward the end 
her visit in this interesting country 
found it 
to the loeal bank and exchange some 


ld to her happiness. 


Mexico, she necessary to 
{ her traveler’s cheques for more spend- 
\ huge sign just inside 

entrance of the bank attracted hex 
ttention. She saw the 


irrency. 


colorfulness of 
people portrayed on the poster. She 
stl glanced over the 
s happy to find the English transla- 
it the bottom. Surely it must have 


printing and 


put there just for people like her! 
thoughts,” it 
was one of her favorite 
to bring her friends back from 
After all, if one liked to 
gamble with life, a penny was not much 
to invest; and if the other person re 


lused to pay off, Toby had found she 
oul 


penny tor your read. 


expres- 


their dreams. 


dn’t lose too much. 


was the last line of the print that 
made Toby take notice. It stated, 
‘-O-U for Mental Health.” Wasn’t 
inge to be using this French coin 
advertisement here? This seemed 

ial to her, but then she had seen 
nany things that had impressed her 
irtling during her recent adven- 

tures that she wasted no time on this 
thought. Instead she wondered more 
what the letters S-O-U) meant in relation 
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After consideration, 
might 
thoughts she had once seen on a pam- 
phlet. In any country the three 
ciples for mental health are no doubt 
much namely: 1. Self, 2. 
Others, and 3. Universe. To be healthy 
in one’s relationships it is necessary to 
be accepting, understanding, and com- 
fortable with self and with others. It is 
likewise important that one see beyond 
the limitations of human beings in any 
relationships. They come and go in 
life’s events. All in all, to be 
and happy it is important to recognize 
that there is more to life than people. 
There is a big wide world, the Universe. 
with God’s Guiding Hand to control all 
people and things. Toby decided she 
would gladly pay a S-O-U for mental 
health. She would increase the 
of Self, she would be more willing to 
share with and from Others, and she 
would humbly admit the Universal in- 
fluence in the interaction of people. 


to mental health. 


she decided it refer io the 


prin- 


the same, 


healthy 


value 


She exchanged currency with the teller 
in a somewhat preoccupied manner, and 
as she folded the bills she glanced again 
at the sign. It appropriate 
to have this reminder in a_ bank, al- 
though she could not recall having seen 
one in the States even during Mental 
Health Week. She had had to give the 
teller her cheques before he fave her 
One cannot get money out 


was most 


any money. 
of a bank without having put some in 
it. So it is with the value of self. 
cannot share with others what she does 
not have within herself to give nor what 
divide 


One 


she is not generous enough to 
with them. Worth depends upon an un 
derstanding of one’s own value and what 
this can mean when it is extended to 
others in thought, word, or deed. “We 
get back what we give,” when we ex- 
human _ invest- 
will be rewarded according 


change in the loan of 
ments. We 
to what we have put into the bank of 
the great unknown, and dividends will 


be paid on what was “done unto others.” 
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CARE OF THE NEWBORN 


by Thomas J. Volinsky, M.D. 


ANY neonatal deaths and much 

neonatal disability in both the 

premature and the mature new- 
born may be the result of unwitting 
neglect of the baby during the vital first 
ten minutes of life, when the infant is 
trying to accomodate himself to extra- 
uterine existence. 

The delivery room nurse can function 
best when she is well trained in the 
emergency care of the newborn, in- 
cluding the use of available equipment 
and knowledge of its location in the 
delivery room area. A newborn baby 
may well succumb during a two-minute 
search for the laryngoscope or endotra- 
cheal catheters. The delivery room is 
not the place for a novice. Refresher 
courses are in order as a regular routine 
in this area. 

During the first minute or two of life, 
the newborn baby is under the watchful 
eye of the obstetrician. From that time 
until the newborn is seen by the pedia- 
trician, it is the usual practice in most 
institutions for the baby to be under 
the immediate care of the delivery room 
nurse. Too many times the newborn 
is placed in the corner of the delivery 
room because its cry was good at the 


2. Nurse using rubber bulb syringe to 
continue aspiration of a newborn baby. 


1. L to R: Bulb syringe, Arnold aspira- 
tor, endotracheal tubes, infant laryn- 
goscope, and mouthpiece of the E & J 
resuscitator. 


time of the delivery. Very often neong 
distress occurs during these first { 
minutes. Therefore, this period—the 
first few minutes—is definitely an inte 
val of great importance and of gry 
responsibility for the nurse. 

Continuity of specialized care and < 
pervision of the newborn are receivin, 
increased emphasis. A_ nurse's go 
judgment is vitally important. 

The purpose of this presentation is | 
assist the nurse in this important ry 
sponsibility and to discuss some of tly 
accepted methods of aspiration and r 
suscitation. 

When the newborn is placed in 
nurse’s hands, she must have a few bh 
principles in mind. They are as follow: 
in the order of their importance: 

1. Immediate evaluation of the ney 
born, i.e., observe its respiration as 
depth, character and rate, note color | 
comparison later. Without this init 
step there is no criterion for furtl 
treatment. If cyanosis develops rapid 
or respirations become labored, the do 
tor must be notified without delay 

2. Aspirate the pharynx and nas 
cavities until they are clear. 

3. Maintain body heat. A heated ba 


3. When difficulty is encountered, she 
may use the Arnold aspirator, below. 
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The hazards of a baby’s first ten minutes of extra-uterine life require 


alertness, constant observation, and prompt action on the part of the nurse 


during the immediate post-delivery period. 


nm neona 
first fey 
‘iod thes 


et and blanket are usually sufficient. 
t Place in slightly Trendelenburg 
bosition for postural drainage of the 
: icheal 
5. When increasing distress is noticed, 
continue 


y an inter tree 


fer oxygen and aspiration 


ntil the doctor arrives. 
6. Have close at hand an infant laryn- 
for di- 


itubation of the tracheal tree. 


and endotracheal tubes 


poscope 

. mect i 
ation js 4 

Ortant r 

me ott 


[here should be no hesitancy in call- 
me the doctor whenever the infant’s con- 
jition has depreciated from your original 
The responsibility for the 
wih te Hmergency treatment lies with the physi- 

but the 
observation 


m and ri 
myaluation. 


nurse’s common 


; sense, 
tew b 


is follo 


€ 


and emergency action 
make the difference between life and 
It is well to that it 
only place a 


attention 


remember 


seconds to 


the ne 


; three 
10n as 


yw the doctor, then turn 
the infant, know why the infant is 
and 


color 


lis init 
r furt 


distress institute proper treat- 


Ment until the physican arrives. 
S rap 


, the d 
del iy 
nd nas 


two important problems 


iat must be dealt with in the newborn 


most 


re fetal respiratory depression and as- 
amniotic fluid, 
us. Both of these problems can be 


jiration of debris or 


sated | 


oe aay ae 


lequately treated in the delivery room 


once the diagnosis is made. In certain 
instances both conditions may exist at 
the same time and both must be treated 
simultaneously. 

With respect to the depressed baby 
there are two factors. One is the amount 
and type of sedative given to the mother, 
as well as the time interval between 
its administration and the delivery; the 
other is the duration and type of anes- 
thetic used for the delivery. When 
Demerol is given sixty to ninety minutes 
before the delivery or, 
the case, it 


as is sometimes 
is repeated in the intra- 
just prior to delivery, 
you can expect a doped baby. There 
are two present-day methods for treat- 
ing this emergency and both are reason- 
ably effective. 

The treatment of the 
mother when the depression is antici- 
pated. 
mg. of N-allylnormorphine hydrochlor- 
ide, known as Nalline, intravenously 
just prior to delivery. Nalline is pro- 
vided in several different forms: 

1. Nalline in 2-cc. ampules: 
equivalent to 5 mg. 

2. Nalline in l-cc. ampules: 
equivalent to 5 mg. 


venous form 


first is the 


This consists of giving her ten 


each ce. 


2>ach ec. 


4. These are the positions of the doctor and the baby 
when infant laryngoscopy and intubation are required. 
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3. Nalline in l-cc. ampules: each cc. 
equivalent to 0.2 mg. 
The 


different fashion. 


treated in a 
Nalline is used in the 
0.2 mg. form, mixed with 2 cc. of sterile 
saline. This is injected 
bilical vein when it is determined that 
the baby is depressed Demerol. 
morphine or other opiates; it does not 


newborn baby is 


into the um- 
from 


counteract the depressive action of other 
drugs such as the barbiturates, in fact. 
it accentuates the depression. ‘his is 
also the case if the depression is from 
cerebral damage, due to a difficult de- 
livery. Its use should be 
babies who remain apneic after a five- 
to ten-minute period when other 
prove unsuccessful. 

For emergency Nalline should 
be kept close at hand in the delivery 
room, along with a 5-cc. 
large 


reserved for 
stimuli 
use, 
syringe and 
rubber-stoppered vials of sterile 
physiologic saline. 

Treatment of the baby with respira- 
tory difficulties due to 
mucus, or amniotic 


inspiration of 
fluid must 
secondary to a diagnosis of 
The baby at 
well, 


debris 
also be 
this 
pears to cry 


condition. first ap- 


breathes spontan- 


(Continued on page 33) 


5. Miss Edna Mae Root, R.N., Head 
Nurse at the Chestnut Hill Hospital 


in Philadelphia, 
patient. 


holds a newborn 





THE DYNAMICS OF , +t. 
HUMAN RELATIONSHIPS | \) ene 


HOUGH 
ot 


human 


articles because 


in the subject of the dynamics of 


you are attracted to these 


your interest 
relationships in nursing, reflections on what 
that to those parts 
representing your own experiences, reject less representative 
of little still 


have tendency 


vou read will show you tend accept 


ones 
ot 


maintain a 


others 
to 


acquiescence to 


and wonder about 
Our 
of 
the familiar shuts from our view the enriching possibilities 
of the unfamiliar 
to make 


i native 


importance, 


which you been dimly aware. 


relatively comfortable state 
which always require a degree of effort 


our own. Fortunately, a questing characteristic, 


curiosity to explore the unknown, is normally main- 
Unfortunately, this native ability 
much too frequently is stifled by environmental controls and 
the extent of succumbing 
This limitation fostered 
tional methods that perpetuate the acquisition of knowledge 


tained throughout our lives. 


limits us to our to routinized 


performances is by some educa- 
1s an end in itself instead of providing the experience to use 
it selectively in the achievement of our own insights. 

Our ot 


” 
see 


achieve an insight 
the “to know.” It 
involves a step-by-step process of building associations over 


understanding then how we 


comes from attempts “to beyond 


varying periods of time until eventually we are able to say, 
this It all the time, but 
in effort willingly by-passed in favor of the more 


‘I see what means.” was there 
required 
Sometimes an insight is fostered by stimula- 
group At this may 
a distraction, and quiet reflection is necessary. In both 
might consider the implications of the follow 
“No man can reveal aught but that which already 
isleep in the dawning of your knowledge.” 
Previous articles to 
of the and for 
elusive meanings of common, everyday experiences. 


to describe, to know 


readily know n. 


tion through discussion. other times 


be 


instances we 


9 lies 
ing ! 


half 


have already brought your atten- 


tion some conditions revealing 
To 
manifestation of 
with 
psychological insight to see, to formulate, to understand. 


experiences of Laura Bridgman and Helen Keller give 


provisions 
the 


observe, the external 


object is not 


in event 


the 
The 


an or a person synonymous 


is clues to the isolation of a person deprived of one or 
to 


organs 


more avenues sense experiences. However, even unim- 


aired the limits of the 
nental operations and interactions of intellect, volition, and 


function only within 


sense 


notion 


These operations are revealed to us by scientific studies 


several fields, broadly represented as biological and social. 


understanding human 
Biological studies show anatomical structures modi- 


us a foundation for 

avior 
ving and being modified by physiology or function; social 
studies show personality growth and development modifying 
ind modified by 
i social or cultural situation. The data is generally collected 


variety 


being environmental conditions residing in 


verbally and 


verbally according to the nature of the information. 


in a of ways and communicated non- 
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by THERESA G. MULLER, R.N. = 
Professor of Nursing and <a d 
Educational Director of Graduate Studies session 
in Psychiatric Nursing eo 
at the University of Nebraska, Omaha, Nebraska " — 
Our understanding or insight into behavior dynam ight 0 
might be considered the psychological counterpart of | jo in ¢ 
physiological aspects of vision or sight. However, our awar erbally 
ness of external impressions evolves not only by what a pra 
how we see, but also by hearing, smelling, tasting, a verbal, 
touching. Common associations or interpretations of sens best of 
impressions are generally communicated verbally as _ perce blind st 
tions, but a verbal designation has meaning only insofar lentitie 
it can be related to the objective reality of a person or what m 
object. These observations may then be incorporated as we € 
us and drawn upon as memories, ideas, and concepts for self 
A human dilemma stems from awkward attempts to are, Tal 
municate clinical information verbally without relation t hose Ww 
common observation. You might say that this is unlikely, | We 
I should like to cite the misrepresentations and _ misint rted | 
pretations abounding in evaluations of personnel and il evi 
behavior charting of patients. We might also questior B person 
effectiveness of orientation schedules intended to prepar might 
patients and personnel for subsequent experiences to ater 
if the words truly communicate our intentions. Like mys reflect 
you, too, must have heard a puzzled instructor or head nury his lea 
exclaim, “But I did tell her!” The wonder is not at the 
apparent failure to remember. but that we should ex; nurse 
the recall of a word unassociated with its origin. emouior 
You might see some connection of the above with lul exp 
experience related by Helen Keller. Before two years t each 
age, she had been deprived of the usual contacts with | then m 
external world through the loss of the important senses stanes 
sight and hearing. Her teacher tried to substitute for t! tilab 
loss by helping her to use her hands to spell out the wor listurb; 
of common objects around her. But she seemed unable t lorwaré 
teach her the relation of the word to its representat e Inve 
object until the day when she was able to identify t! hnd 
word “water” with water flowing over her hand. This associ Yo 
tion opened up a new life of light and hope and joy. Ther AVION 
after, with each new name identified as an object or a pe! suggest 
son, she came into closer touch with other people around urecte¢ 
her. Her thought processes were further exercised by a: imbin 
sociating each of these with significant qualities. Here sh pett 
had the benefit of the feeling identification with her teacher sin 
Ann Mansfield. The object or the person thereby becam' estio 
increasingly meaningful, not only as a name, but as being nage 
invested with a number of qualities varying with the associa beer 
tions formed about them. So we will find that, in the cours mean | 
of each person’s lifetime, perceptions of some objects aes 
persons may be modified or altered by emotional assoc! ized pe 
tions. The actual realities then cease to exist and take on zed 
the projected characteristics of what we would like them ! a 
be—the ideal Mother or teacher: or what they appear t — 
a harsh Father or employer. - 
I remember with what amazement I first recognized ect 
own experiences of a projection after considerable teachin! + 
achieve 


about the word by definition. It was relatively simple to § ! 
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with 


ears 


heing 


meant attributing to another one’s own feelings, 
the negative ones of which we would rather remain 
It was quite another matter to see the definition 
» me. On this occasion, I was faced by a person 
hom I sensed a shrinking away from me, as though 
ke or rejection. Further reflection revealed my own 
of and withdrawal from the person who seemed 
reatening to expose my less glamorous self. Thus I 
w my irrational unconscious processes could cloud 
of another person so that she no longer appeared 
rself. This has its counterpart in the saying, “Seeing 
We are aware of the rational 
processes by which events and objects are identified. 


rose-colored glasses.” 


generally less aware of the irrational connotations 
more by significant gestures, actions and facial ex- 
; than by the words we use in communicating with 





other. 
On the positive side of non-verbal communications, we 
ht observe some excellent nurses who teach by what they 
clinical situations far better than others who teach 
about professional matters without relation to nurs- 
practice. This separation of the verbal from the non- 
rbal, the theories unrelated to practice, tends to keep the 
ourselves hidden from view. It seems as though a 
ind striving for academic status has made us hide our true 
lentities. We then tend to reflect hazy self-estimates of 
what might appear to be significant, but really is not. Only 
s we establish our own clinical identity as a proper criterion 
ir self-assessment are we likely to be accepted for what we 
ie, rather than as the stereotypes of us perpetuated by 
those who reflect our loss of a professional identity. 
We might look at an example of a reality situation dis- 
an administrator or a parent who needs to con- 
| everything according to perfectionistic ideal. Such a 
erson then fails to see existing negative elements which 
ght alter a self-ideal of omnipotence. It is no simple 
itter to see the truth about oneself. A teacher might well 
eflect on the justification of a student who blames her for 
s learning difficulties. However, the trouble might lie 
the student’s own insecure foundations for a particular 
irse placement, while still another possibility suggests an 
otional block to the subject matter associated with a pain- 
experience in the learner’s life. The proper assessment 
each individual problem gives clues to its solution. Only 
might we be able to see that the remedy, in the first 
tance, lies in correcting the previous lack of suitable and 
tilable means, while in the second instance, the emotional 
turbance will need to be treated before learning can go 
ward. Thus, you will note that several mental operations 
nvolved in order to properly identify a problem and then 
find the appropriate means for handling it. 
You are already aware that available knowledge on be- 
or dynamics is not readily applied in action. It has been 
suggested that a clarification is revealed by means of wisely 
ted group discussion or by quiet reflection, more often a 
mbination of both. Let us then see how a current interest 
understanding the theories of human behavior is 
ising concern over matters formerly accepted without 
For example, efficient 
nagement in directing or giving nursing care has long 


estion as good nursing practice. 


criterion of professional competency. This does not 
that we failed to note the human qualities of some 
is contributing to the greater effectiveness of routin- 
performance. But these have not been generally verbal- 
important. Now we might see a concern about such 
in the following account of a group of nurses who 

ed the meaning of perfectionism in nursing.* 
he steps taken to formulate the meanings about per- 
ism or a perfectionistic person might be considered 
ntative of the possible ways by which any insight is 
|. Individual members of a group identified with the 
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question about what might be done to help a nurse who is 
an excellent manager, but fails to establish good interpersonal 
relationships with patients. Several tentative suggestions were 
made about how she might be helped through education, 
the responsibility of the administration for keeping her, the 
effect of her attitude on the relationships of other personnel 
with patients, the mental health implications and psychiatric 
consultation. The individual possibilities had been voiced as 
solutions to the problem, but no common understanding of 
the abstractions had been established. Each group member 
had contributed a partial view of the matter and a ready 
solution for changing the person under discussion. This 
trial-and-error period of attempting to formulate solutions 
before the problem was properly identified led to a period 
of frustration. As a result, the immediate topic was dropped 
and their attention was then directed to an apparently un- 
related one. 

The leader of the session was aware of this digression 
and, therefore, brought the members to see the evidence of 
their frustration. At this point, the group members realized 
their feelings of frustration about not readily understanding 
the matter under discussion. They considered the discomfort 
generated when the expectations of a teacher, a parent, or 
an administrator fail to be forthcoming. This frustration 
is increased by the counter-expectation of student, child, or 
personnel, They questioned this matter further by consider- 
ing whether or not a person can make a required effort 
when it is expected or only when he is ready to do so. Then, 
too, a subjectively involved person is unlikely to bring an 
insight to light without difficulty. 

It was acknowledged that painful feelings of frustration 
or dissatisfaction keep us from going forward as fast as we 
might in our search for a meaning or the achievement of an 
insight. However, the mental processes of thinking, reason- 
ing, relating and recording help us to reach tentative con- 
clusions. We are not generally aware of some of our impres- 
sions until something happens to reactivate their recall. Our 
conscious submergence or suppression leaves them ready for 
appropriate recall and rational action. Our unconscious sub- 
mergence or repression tends to put them out of our control 
and accounts for irrational behavior. The number and de- 
grees of these tendencies are evident in our varying abilities 
to see clearly the facts and opinions about which we differ. 

Thus we see that the achievement of an insight required 
more than an expressed determination to do so. Unrelated 
elements are integrated by knowledge of relevant trends, their 
intensity and consequences. Careful, considerate analysis and 
study are the keys to understanding. Each member of a 
group gropes his way through a bewildering network of ra- 
tionalizations and emotional reactions until a connection is 
Some unfavorable in- 
Faulty de- 


perceived which illuminates the way. 
sights about oneself are not readily tolerated. 
fenses will obstruct progress. This is not the same as a faulty 
impression which requires our efforts to raise as an issue 
for correction. 

Insights then are acquired over varying periods of time 
and represent several stages of progress. Generally there is 


a preparatory period of trial-and-error, during which the facts 
An intense effort is usually fol- 
lowed by a period of renunciation. The effort may then be 
abandoned or resumed as a light dawns, some glimmer of 
A period of elaboration, verification 
and evaluation is a final step which is never completely ac- 


and opinions are gathered. 


awareness, an insight. 


complished. 
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author 
in the preface of the book, Psychology 
of Human Behavior for Nurses is frankly 


As so well expressed by the 


oriented toward the mental hygiene point 


of view. It attempts to build up, for 


the student, a concept of the develop- 


ment of personality, the functions which 
serve in all our 
lives, and the continuity of human be- 
havior, whether “normal” or “perverse.” 


defense mechanisms 


These concepts are presented in such a 
way that the study of psychology be- 
comes functional for the beginning stu- 
dent. Throughout the book, there are 
specific incidents and examples of prob- 
lems from everyday living to reinforce 
the topic under discussion. How person- 
what 
to determine its structure is developed 
Freudian theory. A 
great deal of emphasis is placed on the 
early experiences of childhood and how 
they affect behavior. The importance of 
these experiences and the satisfactions 


ality evolves and forces interact 


according to the 


attained through the various stages of 
development contribute to the growth of 
personality. How to improve personality 
and how to better understand ourselves 
is discussed in a separate chapter. The 
points are specific and helpful in aiming 
to achieve happiness and maturity. 

The chapters on “Man and His Emo- 
tions,” “Frustration and Conflict,” “De- 
Mechanisms,” and “The 
logical Stages of Man,” are very 
The subject cur- 
rent, easy to understand, and has a prac- 


fense Psye ho- 
well 
presented. matter is 
tical approach. There are fourteen chap- 
Chapter I. Psychology 
Human Behavior; Chapter II. Personal- 
ity; Chapter III. Theory of Personality 
Structure—Sigmund Freud; Chapter IV. 
The Theory of Needs; Chapter V. Sex; 
Chapter VI. Secondary Needs; Chapter 
Vil. Man and His Emotions; Chapter 
VIII. Frustration and Conflict; Chapter 
IX. Defense Chapter X. 


ters: Science of 


Mechanisms; 


THE BOOK SHELF > 


Anna V. Matz, R.N. 


Public Health Nursing Consultant, 
New York City Department of Health. 





Defenses That Went 
XI. Psychotherapy Regaining Mental 
Health; Chapter XII. Psychosomatic 
Medicine; Chapter XIII. The Psycho- 
logical Stages of Man; Chapter XIV. 
What Can We Do About Ourselves? 
The book is a text for beginning students 
in nursing. It is interesting to read and 
has excellent illustrations. 


Wrong; Chapter 


Occupational Therapy: Principles 
and Practice. Second edition, by Wil- 
liam Rush Dunton, Jr., M.D., Founder 
and Former Editor of Occupational 
Therapy and Rehabilitation and Sidney 
Licht, M.D., Editor Emeritus of the 
American Journal of Physical Medicine, 
Charles C. Thomas, Publisher, Spring- 
field, Illinois, 1957. 373 pages. Price 
$8.00. 

This comprehensive book on occupa- 
tional therapy is directed toward help- 
ing the physically handicapped and pa- 
tients with long-term illnesses in hos- 
pitals. With illnesses 
ing, and more patients entering nursing 
homes, occupational therapy will need 
to be expanded. The scope of occupa- 
ticnal therapy is broad. It is not only a 
remedial activity, but also one that is 
diversional. While the nurse may be 
involved as a member of the medical 
team, the actual activities are generally 
prescribed by the physician and carried 
out by the occupational therapist. The 
purpose of this book is to familiarize 
physicians with the type of activities 
that can be prescribed for patients with 
various conditions and handicaps and 
the results that can be attained. 


chronic increas- 


There are seventeen contributors, all 
specialists in their fields. There are six- 
teen chapters. Chapter 1. History of 
Occupational Therapy by William Rush 
Dunton, Jr., M.D.; 2. The Principles of 
Occupational Therapy by Sidney Licht, 
M.D.; 3. The Prescription by W. R. 
Dunton, Jr., M.D.; 4. Kinetic Occupa- 
tional Therapy by Sidney Licht, M.D.; 
5. Appliances and Remedial Games by 
Leslie Blau, M.D.; 6. Recreational Ther- 
apy by John Eisele Davis, Sc.D.; 7. 
Music for the Hospitalized Patient by 
Barbara Goward and Sidney Licht, M.D.; 
8. Educational Therapy by Jack Meislin, 
M.D., and Estelle Phillips Adler, B.A., 
M.A.; 9. Bibliotherapy in Psychiatry by 





farri¢ 

‘shoul 
Louis B. Fierman, M.D., and Ella Y; ni 
sen Fierman, M.A.; 10. Occupatio Scatiias 
Therapy for Psychiatric Disorders ale. 
Walter E. Barton, M.D.; 11. Occup-f.,. jy 
tional Therapy in Pediatrics by rie a 
F. Driver, O.T. Reg.; 12. Occupatior wy 


Therapy in the Treatment of Cerebr 
Palsy by Ruth W. Brunyate, O.T.R., Mets 
collaboration with Winthrop M. Phelp: 
M.D.; 13. The Upper Extremity Amp i’ 
Edward E. Gordon, M.D.; 
Occupational Therapy in Tuberculos ‘Inst 
by Andrew L. Banyai, M.D., F.A.C! 
F.C.C.P.; 15. Occupational Capacity « 
Therapy in Heart Disease by Paul | » he 
White, M.D.; 16. Occupational Thera ppy 
in Geriatrics by Lord Amulree, M.D in DI 


tee by 


While this is a text for the physicia 
and occupational therapist, familiarit 
with the procedures will give the nure 
a better understanding of results t! 
are expected in the rehabilitation of | icers 
tients. Public health nurses and thoe 
caring for patients with long-term onven 
nesses will find this an excellent sou OUNC! 
book. 


When Your Child Is Ill by Same (3 
Karelitz, M.D. Simon and Schuster, Nev BS. ),o0) 
York, 1957. 485 pages. Price $4.95. Vins 

When Your Child Is Ill is a book 
written for parents on the various i! t' hn 
nesses in childhood, predominantly « ( 
the communicable diseases. Hi 


The material is divided into eight par's 
Part One: About Causes, Symptoms anf eional 
Methods; Part Two: General Diseases $Bureau 
Part Three: Respiratory Diseases 4! Vier 
Related Conditions; Part Four: Disease: JB associa 
of the Nervous System; Part Five: | Ming at 
testional Diseases: Part Six: Diseas: fio! Pul 
of the Mouth and Eye; Part Seven: 5) 
Conditions; Part Eight: Venereal Dir Bis 
eases. The book is written in simpl Bof the 
language so that the lay person a 
understand medical terminology. Ther HBFadd 


is a glossary of terms, a concise Sul rtn 
mary in table form of all the commu sistant 
cable diseases on the front and bat MR Uniy, 
covers of the book and several pazes Co 
voted to Health Records for childre! \ 
the family. Vj 
Nurses working on pediatric -ervic* Hm ™an 
will find answers to many questions ti! HM pany 
parents might ask about some 
diseases in this source book. JULY 


ee 


physicia 
familia 
the 

sults th 
ion of | 
and _ thow 
z-term 


ent sou 


Vv Samu 
ister, Nev 
$4.95 
is a book 
arious 
nantly 


ght parts 
ptoms ar 
Diseases 
Pases a 
: Dise ast: 
Five: h 


Diseases 
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ontinued from page 6) 


8.000. according to Anna Fill- 
neral director of the League. 
rds were made possible by a 
m the Commonwealth Fund. 
ue’s fellowship program is now 
is designed to 


ird year and 


critical need for more qualified 
top positions in teaching, ad- 


tion, research and advanced 


practice. 


Students of Nursing: 
‘Should student nurses marry?” was a 
estion asked at the Convention. The 
mestion Was answered by Mrs. Martha 


farried 


sele. director of guidance and counsel- 
in the department of nursing at the 


of Kansas. 


‘VM ed students are 
nothing we 


There 
about 
lowering rate 
to take advantage 


with us. 
hsolutely can do 


gradually 


Is, exe ept 


marriage 


ead of headaches over the stu- 
nt rotation marriage brings to nursing 
hools. let’s nursing students 
wives mothers. A girl 
feminine role 
viewpoints to the rest 
the student body.” Mrs. Eisele told 
Committee on Careers of the NLN 
1957. 


teach 
be both and 
in her complete 


new 


bring 


eting in Chicago on May 7, 


Yficer Elections: The following of- 
and committee members of four 
cils were elected during the NLN 
nvention, 

MEMBER AGENCIES OF THI 
DEPARTMENT OF BACCALAUREATE AND 

HicGHER Decree PrRoGRAMS 

iirman: Mildred Newton, directo-, 
ool of Nursing, Ohio State University. 


NCIL OF 


Vice-Chairman: Loretta 
ting dean of the Catholic University 
(America 
Council ON MATERNAL AND CHILD 
STEERING COMMITTEE 
Margaret W. Thomas, re- 
consultant, Children’s 
Region VI. 

Kathryn A. Robeson, 
ite professor in public health nurs- 
t the University of Michigan School 


ic Health. 


ring Committee: 


HEALTH 
Chairman: 
nursing 
DHEW 


e-Chairman: 


Erick- 
ssociate professor and chairman 
{the Department of Pediatric Nursing, 
University of Pittsburgh; Grace M. Mc- 
consultant, New York City De- 
t of Health; Anna Hjelle, as- 
professor of maternity nursing, 
ity of California Medical Center. 
cCIL ON OccuPATIONAL HEALTH 
RSING STEERING COMMITTEE 
Chairman: Mrs. Theresa M. Gor- 
American Can Com- 


Florence 


ead nurse, 


JULY, 1957 


Heidgerken, 


Nurse Member: Ruth Matthews, oc- 
cupational health nurse, St. Paul Fire 
and Marine Insurance Company. 

Committee Member: Dr. O. Tod Mal- 
lery, Jr., medical director, Employers 
Mutual of Wausau, Wisconsin. 
Councit ON PsyYCHIATRIC AND MENTAL 
Hearty Nursing STEERING COMMITTEE 

Vice-Chairman: Alice Herzig, mental 
health nurse consultant, DHEW, Public 
Health Service. VII, Dallas. 
Texas. 

Committee Members: Harriet M. 
Kendler, director of nursing and_ prin- 
cipal of School of Nursing, Massachu- 
Health Norquist, 
psychiatric nursing education supervisor, 
Fergus Falls State Hospital, Minnesota. 


ANC Chief Cites Role of Health 
in Defense: “The defense of our coun- 
try depends largely on sound physical. 
moral health,” asserted 
Colonel Inez Haynes, Chief of the 
Army Nurse Corps, attending the NLN 
Convention in Chicago, May 1957. 
“To this end “the Army 
Student Nurse Program is making a 
major contribution in alleviating the 
critical shortage of nurses by providing 
student 


Region 


setts Center; Yvonne 


mental, and 


” 


she said, 


financial assistance to nurses 


who otherwise might not be able to con 
tinue their studies.” 

“At the present time,” Colonel Haynes 
said, “we need approximately 500 more 
nurses, for beginning nurse 
teaching. practical nursing, research, and 
nursing specialties. And the new Army 
Student Nurse Program makes a careet 
with the Corps more attractive and ad- 
vantageous before.” 

Under this program, the young wom- 
an who has matriculated as a full time 
student in a three- or four-year nursing 


positions, 


than ever 


course, leading to a diploma or a bache- 
lor degree in nursing, receives Army pay 
and allowances to defray the cost of 
completing her studies. No participation 
in military activities is required during 
the schooling. Upon licensure as a reg- 
istered nurse she qualifies for a commis- 
sion as a second lieutenant in the Army 
Nurse Corps. 


Personnel Practices: At a recent 
meeting of the Board of the New York 
State Nurses Association, District Thir- 
teen, the Board considered favorably 
the request of those nurses in the De- 
partment of Hospitals who felt they were 
justified in requesting that their posi- 


(Continued on page 34) 





Graduate Nurses In 
(Continued 
that nurses in the great cities of the 
Northeast do not derive in such large 
proportions from rural backgrounds es 
Kansas City. Another ex- 
ample would be the matter of income; 
in certain areas of the country, wages 
generally distinet'y 
higher or lower than they are in other 
parts. By and large, the reader must 
judge for herself the extent to which 
important differences exist between her 
place of work and Kansas City and how 
these differences might affect the survey 
data in certain respects. 


do those in 


and salaries are 


In addition to possible variation due 
to geographic considerations, we cannot 
factor. Most of the 
observations to be made in these articles 


ignore the time 
derive from conditions as they existed 
late in 1954. It is unfortunate, but in- 
evitable, that it takes time to gather, 
analyze, and get materials 
It is unfortunate because in a 
undergoing rapid 
modern nursing, things today are never 
exactly as they were yesterday. Again, 
we can cite income as an example. Sal- 
aries have been rising constantly and 
rapidly since 1954, so that the data we 
will present on income are valid today 
only as a means of comparing different 
groups of There are, 
which conditions and 


print. 
field 


transitions as 


into 


such 


nurses. however, 


many respects in 


characteristics of a nurse complement 















A Metropolitan Area 


from page 13) 


will have changed little if at all during 
the last few 

We 
biases by 
from 
other 
studies of 


years. 
attempted to offset local 
presenting comparative data 
conducted in 
parts of the and from 
other occupational groups. 
Although there is only a limited amount 
of such material in print, it will be 
utilized whenever possible. 

With this brief orientation to the sur- 
vey and the place where it was con- 


have 
studies of nurses 
country 


ducted, we are prepared to take a look 
at the nurse complement. We will begin 
next month by looking at the nurse as 
a woman in her community rather than 
as a professional person. In order to 
describe something of what this person 
is like we attempt to answer 
questions as these: Where did she come 
from? How old is she likely to be? 
What is her religious affiliation? How 
like to off-duty 
hours and how does this compare with 


will such 


does she spend her 
the way she actually does spend them? 
What is the extent of her participation 
in social clubs and non-professional or- 
ganizations in the At least 
partial answers to these questions are 
available. We will present those answers 
and, where possible, atiempt to interpret 
the implicctions they hold for the nurs- 


community ? 


ing world. 
END OF PART I 


Practical Nursing Directory 


This directory of national and state associations is 


included as a service to our readers. 


It will appear 


in the January and July issues — Editor. 


National Organizations 


Association for Practical Nurse 
Education 
President, Miss Fern Goulding, School 
of Practical Nursing, Indianapolis Pub 
lic School, 501 So. Meridan Street, 
Indiana. 
Hilda M 
Ave., 


National 


Indianapolis, 

Exec. Director, 
803, 654 Madison 
 % 


Torrop, Suite 
New York 21, 


National Federation of Licensed Practical 
Nurses 
President, Mrs. Margaret Rich 
mond 21, Va. 
Exec. Director, Mrs. Lillian E. Kuster, 
250 West 57th St.. New York 19, N. Y 
Miss Anna A. Kennerup, 115 
East Orange, N. J. 


Baird, 


secretary, 
No. 16 St., 
Council 


National League for Nursing, 


on Practical Nursing 

Neva Stevenson, National 
League for Nursing, 2 Park Ave., New 
York 16, N. Y. 


Secretary, Mrs 


State and Territorial 
Organizations 


Alabama 


Licensed Practical Nurses’ Association 
Alabama, Inc 
President, Mrs. Lillian Gaddy, 
th Ave., Tuscaloosa, Ala. 
Secretary, Mrs. Irene S. Bickley, 
Augusta St., Mobile, Ala. 


Colored Practical Nurses 


2613 
1009 
| i ensed Assoc lg 
tion of Alabama: 
President, Mrs 
Court N., 


For licensure apply to 
Miss Dorothy Foley, 


Edna J. Price, 


Birmingham 4, Ala. 


333-14 


R.N., 


Exec. Sec 


Board of Nurses’ Examiners and Regis 


tration, 711 High Montgomery 


4, Ala 


Street, 


Alaska 
The Mount 

Group 
President, Mrs. Rita Haskins, Box 
Mt. Edgecumbe, Alaska. 
secretary Mrs Mildred 
Box 615, Mt. Edg 
For licensure apply to 
Examining Board, Mrs. La 


Sec.-Treas tox 714, 


Edgecumbe Practical Nurses’ 


615. 


Gordon. P. O 
scumbe, Alaska 

Pearl Bie, 
Alaska 


Seward, 


Arizona 


Arizona Federation of Licensed Practical 
Nurses 
President, Mrs 
Ricca Drive, 
Cor. Sec., Mrs 
Stowell Ave., 
For licensure apply to: 


Mrs. Frieda B. Erhardt, 


Virginia K. Bailey, 
Kingman, Arizona 
Catherine Johnston 601 
Arizona 


2626 


Kingman, 


Exec. Sec., 


30 


te Board of Nurse Registration 
Education, State House, 
Arizona. 


zona 
ind Nursing 
Phoenix, 


Arkansas 


Arkansas State Practical Nurses’ Associa 
tion: 

President, Mrs. Dewey R. Marquis, 610 
So. 14th, Fort Smith, Ark. 

Exec. Director, Mrs. Georgia Lee Russell 
Gephardt, 2623 Wolfe St., Little Rock, 
Ark. 

For licensure apply to: 

Marion E., Treas., Arkan 

sas State Board of Nurse Examiners, 


1016 Pyramid Bldg., Little Rock, Ark 


Carpenter, Sec. 


California 
Nurses’ As 


California Licensed Vocational 
sociation, Inc.: 

President, Mrs. Lura E. Bryant, 
207, 2030 Bradway, Oakland 12, 
fornia. 

Secretary, Mrs. Catherine Matthews, 
E. D. Street, Ontario, California. 

For licensure apply to: 

Board of Vocational Nurse 

Room 1020 “N” St., 


California. 


Room 
Cali- 


1133 


Examiners, 
Sacramento 14, 


Colorado 
Practical Nurses’ Association of Colorado: 
President, Mrs. Mary L. Wickerham, 319 
South College Ave., Fort Collins, Col- 
orado. 
Secretary, Clara Wiegel, 1685 S 
Lincoln St., Denver 10, Colorado. 
Secretary, Mrs. Maude Dunson 
2246 Emerson St., Denver 5, 
No licensure provided. 


Exec. 


Hogg. 
Colorado. 


Connecticut 


Connecticut Licensed Practical Nurses’ As 
sociation, Ine.: 
President, Mrs. Phoebie Cox, 17 Boylston 
Street, Meriden, Conn. 
Exec. Sec.-Treas., Miss Harriet S. Meggat, 
190 Trumbull St., Room 3, Hartford. 
For licensure apply to: 
Agnes Ohlson, R.N., Dept. 
Examiners, No. 145 State Office 


Hartford. 


of Nursing 
Blidg.. 


Delaware 
Delaware Practical Nurses’ Association: 

President, Mrs. Alta McTheney, 500 West 
14th St., Wilmington 1, Del. 

Recording Secretary, Mrs. Hannah Cal 
vert, 10 Murphy Road, Wilmington, 
Delaware. 

Corresponding Secretary, Mrs. Marie Me 
Cann, 2216 Tatnall St., Wilmington, 
Delaware. 

For licensure apply to: 

Delaware State Board of Nurse Examin- 

ers, 910 Gilpine Ave., Wilmington, Del. 


District of Columbia 
The Practical Nurse Association of the 
trict of Columbia: 
President, Mrs. Marie E. Brown, 16) 
St., N.E., Washington, D. C. 
Secretary, Mrs. Lura C. Ford | 
dress as above.) 
No licensure provided. 


Florida 
Associat 


Licensed Practical Nurses’ 
Florida, Inc.: 
President, Mrs. Alice N. White, 4 
16th St., Coral Gables 34, Fla 
Recording Sec., Lois E. 
Florida Ave., Tampa, Fla. 
Corresponding Sec., Henry J. 
4579 S.W. 16th St., Coral Gables 
For licensure apply to: 
Hazel M. Peoples, Sec.-Treas., Exa 
ing Board, Room 6, 230 W. Forsyth s 
Jacksonville, Fla. 


} 


Spitler, 1 


Schif 


Georgia 


Practical Nurses’ Association of 
Ine.: 
President, Mrs. Louise Jenkins, Bo 
Fort Benning, Ga. 
Secretary, Mrs. Sybil 


View, Ga. 


Faircloth 


For licensure apply to: 
Board of Examiners of Practical Nur- 
State Capitol, Atlanta, Ga. 
Practical Nurses’ Associatior 
Inc.: 
Miss E. Sharon 
Parsons St., Atlanta, Ga. 
Secretary, Mrs. Rosa A. Edwards 
Randolph St., N.E., Atlanta, Ga 


Colored 
(,eorgia, 


President, Frieson 


Hawaii 
State Association for Practical Nurses 
President, Mrs. Lydia DuPont, 164 
Ave., Honolulu, T. H. 
Secretary, Mrs. Rena Kanealii, 200 
hilani St., Honolulu, T. H 
Fo: licensure apply to: 
Leona R. Adams, R.N., Exec. Se 
for the Licensing of Nurses 
Beretania St., Honolulu, T. H 


idaho 
Practical Nurses of Idaho, In« 
President, Mrs. Mildred J. Bedient, |! 
Box 1903, Boise, Idaho. 
Exec. Secretary, Mrs. Ruth P. Whit 
Wade Circle Drive, Boise. [dal 
For licensure apply to: 
Idaho Office of Nursing Educatior 
Registration, Sun Bldg., Boise 
Ilinois 


Licensed Practical Nurse Associat 
Illinois: 
President, Mrs. 
N. Mulligan Ave., Chicago 
Exec. Secretary, Mrs. Etta B. > 
1610 W. Church St., Champaig: 
Corres. Secretary, Mrs. Ellen Marsh 
N. Main St., Decatur, III 
For licensure apply to: 
Department of Registration and | 
tion, State of Illinois, Nursing D 
Springfield, Tlinois. 


Jean D. Corcora 


Indiana 


Indiana State Practical Nurses’ Associat 
President, Mrs. Mildred Lake, 13% ‘ 
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St.. Elkhart, Ind. 

Mrs. Anna B. Paris, 5013 
Caroline Ave., Indianapolis, Ind. 
sure apply to: 

Hauenstein, R.N., Exec. Sec., 
na State Board of Nurses Registra- 
ind Nursing Education, 307 Ober 

38 N. Pennsylvania St., Indian- 

4, Ind. 


Practical Nurses’ Association of 
ent, Mrs. Evelyn Davison, 314 E. 
iington St., Clarinda, Iowa. 
Secretary, Mrs. Gertrude 


E. Washington St., 


Lunt, 
Clarinda, 


licensure apply to: 
era M. Sage, R.N., Exec. Secretary, 
wa Board of Nurse’ Examiners, Room 
State House, Des Moines. 


Federation of Licensed Practical 
irses, Inc.: 

esident, Mrs. Beulah Barber, 416 East 
Kansas, McPherson, Kan. 

Secretary, Mrs. Ava McKoon, R.D. No. 2. 
Kan. 

icensure apply to: 

1 M. Benton, R.N., Exec. Adm., Kan- 
Board of Education, 13% 
Ave., Emporia, Kan 


Uttawa, 


sas «~State 
West 6th 


State Association of Licensed 
ictical Nurses: 

President, Mrs. Goldie Waskey, Box 195, 
Russell, Ky. 
Mrs. 
Cienview, Ky. 

licensure apply to: 

Kentucky Board of Nursing Education 
and Nurse Registration, Mrs. Marjorie 
C. Taylor, R.N., Exec. Director, Suite 
10, Republic Bldg., Louisville, Ky. 


Exec. Sec., Mary F. McWilliams, 


} 


lovisiana 


il Nurses of Louisiana, Inc.: 
Mrs. Anna M. 
uclos St., Lafayette, La. 
txec, Secretary, Mrs. E. Broome Sweeney, 
620 Canal St., Metaire Branch, New 
Orleans 20, La 
Secretary, Mrs. Geneva Williams. 
2910 Boss Ave., Shreveport, La. 
sed Practical Nurses of Louisiana, Inc.: 
resident, Mrs. Edith K. Pierce, 4923 
Magnolia St., New Orleans, La. 
Secretary, Mrs. Eunice Gomez, 2922 
St., New Orleans, La. 
ecretary, Mrs. Ida M. 
Willow St., 


resident, Greene, 315 


5 Covernor, 


New Orleans, La. 
ensure apply to: 

Elizabeth Engeran, Exec. Secretary, 
siana State Board of Practical 
Nurse Examiners, 806 Perdido Street, 
R 101, New Orleans, La. 


vi 


| 


Maine 


‘ 
I 


Licensed Practical Nurses’ Associa- 
lent, Mrs. Pauline Hanson, 49 Court 
Augusta, Maine 

Secretary, Mrs. Marion E 


rson, P.O. Box 246, Bangor, Maine. 


ling 


WLY, 1957 


For licensure apply to: 
Mildred I. Lenz, Ed. Sec., State of Maine 
Board of Registration of Nurses, 363 

Main St., Lewiston. 


Maryland 
Maryland Licensed Practical Nurses’ As 
sociation, Inc.: 
President, Miss Idie Rudney, 308 Folcroft 
St., Baltimore 24, Md. 
Secretary, Mrs. Mildred M. Nerlinger, 
Oakley Terrace, Cambridge, Md. 
Asst. Sec., Miss Nellie F. Pearce, 
Eastern Ave., Baltimore 24, Md. 
For licensure apply to: 
Mrs. Angela Shipley, Exec. Sec. of Md. 
State Board of Examiners of Nurses, 
1217 Cathedral St., Baltimore 1, Md. 


4940 


Massachusetts 
Licensed Practical Nurses of Massachusetts, 
Inc.: 
President, Miss Katherine Rodgers, 271 
Dartmouth St., Boston 16, Mass. 
Executive Secretary, Miss Catherine T 
Garrity, 271 Dartmouth St., Boston 16, 
Mass. 
For licensure apply to: 
Robert C. Cochrane, M.D., 
Board of Registration in Nursing, Room 
413, State House, Boston 33, Mass. 


Secretary, 


Michigan 
Michigan Practical Nurse Association, 575 
Hollister Bldg., Lansing, Mich. 
President, Mrs. Elizabeth Rogers, Detroit, 
Michigan. 
Exec. Secretary. Mrs. Margaret Cotsikas, 
575 Hollister Bldg., Lansing, Mich. 
For licensure apply to: 
Mary M. Anderson, Exec. Secretary, 
Michigan Board of Nursing, 148 Ste- 
vens T. Mason Bldg., Lansing 26, Mich 


Minnesota 
Minnesota Licensed Practical Nurses’ As- 
sociation, 2612 5th Ave., So. Minneapolis: 

President, Miss Lily Olin, 3640 22nd Ave 
South, Minneapolis 7, Minn. 

Secretary, Mrs. Viola Tjerland, 4141 N.E. 
Cleveland Ave., Minneapolis 21, Minn 

For licensure apply to: 

Examining Board, Leonora J. Collatz, 
Exec. Sec., State Board of Examiners 
of Nurses, 700 Minnesota Bldg., St. 
Paul 1, Minn. 


Mississippi 
Mississippi Federation of Licensed Practical 
Nurses: 
President, Mrs. Gertrude F. Little, 121 
East 3rd St., Hattiesburg, Miss. 
Secretary, Mrs. Hattie Evans, Box 111, 
Whitfield, Miss. 
For licensure apply to: 
Examining Board, Phoebe Kandel, Exec 
Sec., 703 North St., Jackson, Miss. 


Missouri 


Missouri State Association of Licensed 
Practical Nurses: 

President, Mrs. Lois M. Woodworth, 
Route 2, Box 399, Joplin, Missouri. 
Exec. Sec., Mrs. Alma Van Matre, 228 

Woodruff Bldg., Springfield, Missouri. 
For licensure apply to: 

Catherine Guess, R.N., Exec. Sec., State 

Board of Nursing, Box 656, Jefferson 


City, Mo. 


Montana 


Montana State Practical Nurses’ Associa- 
tion: 
President, Mrs. Mary Sande, Box Elder, 
Montana. 
Exec. Sec., 


Hamilton, 


Mrs. Louise Salter, Box 526, 


Montana. 


Nebraska 
Practical 
Ine.: 
President, 
Nebraska. 
Secretary, Mrs. Louise Casey, 2421 Tem- 
pleton St., Omaha, Neb. 
For licensure apply to: 
Helen C. Marsh. R.N., Director, Ne- 
braska State Board of Nursing, 12th 
Floor, State Capitol, Lincoln, Neb. 


Nurses’ Association of Nebraska, 


Mrs. Gladys Frey, Mitchell, 


Nevada 
Nevada Licensed Practical Nursing Associa- 
tion: 
President, Mrs. Ora McGuire, 201 
St., Las Vegas, Nevada. 
Secretary, Mrs. Clara McLaughlin, 
3276, Las Vegas, Nevada. 
For licensure apply to: 
Mrs. Smiley Bayless, R.N., State Board 
of Nurses Examiners. P. O. Box 1884, 
Reno, Nevada. 


Hart 


Box 


New Hampshire 


Licensed Practical Nurses’ Association of 
New Hampshire: 
President, Mrs. Hazel W. Raymond, 
L.P.N., 107 Wilson St., Keene, N. H 
Secretary, Mrs. Hazel M. Van Den 
Berghe, L.P.N., 203 Bowman St.. Man 
chester, N. H. 
For licensure information apply to 
Miss Cecelia Sinclair, Exec. State 
Board of Nursing Education and Nurse 
Registration, Room 324, 18 School St., 
Concord, N. H. 


DeCc., 


New Jersey 
Licensed Practical 
New Jersey, Inc.: 
President, Mrs. Stella Harris, 89 
duct Ave., Midland Park, N. J. 
Corr. Secretary, Miss Anna Kennerup, 
115 N. 16th St., East Orange, N. J. 
For licensure apply to: 
Edna Antrobus, R.N., Exec. Secretary, 
New Jersey Board of Nursing, 1060 
Broad St., Newark 2, N. J 


Nurse 


Association of 


Aque 


New Mexico 
New Mexico Licensed Practical Nurses’ As 
sociation, Inc.: 
President, Mrs. 
4507 Tenth St., 
N. M. 
Sec.-Treas., Mrs. Blanche Johnson, 2742 
Morningside N. E., Albuquerque, N. M 
For licensure apply to: 
Examining Board, Hazel W. Bush, Sec 
Treas., 1419 Central Ave., N. E., Al 
buquerque, N. M. 


Quakenbush, 
Albuquerque, 


Frances 


N.W., 


New York 
Practical Nurses of New York, In 
President, Mrs. Christine B. Quell, 250 
W. 57th St., New York 19, N. Y. 
Acting Exec Sec., Mrs. Christine B. Quell 
250 West 57th St.. New York 19, N.Y 
For licensure apply to: 
Bureau of Professional! Examinations and 
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State Education 


Albany, N. Y. 


Legistrations, 
Pearl St., 
North Carolina 


North 
Association 


Carolina Licensed Practical 


> 


President, Mrs 
Waynesville, N. C. 
Secretary, Mrs. Doris Wilson, 521 Hollo- 
Durham. N. C. 
For licensure apply to: 
Miriam Daughtry, R.N., Sec., North Caro 
lina Board of Nurse Examiners, Room 
205-206, 306 Dawson St., Raleigh, N. ¢ 


way t., 


North Dakota 
North Dakota 
Association, Inc 
President. Mrs. Edith 
St.. N. W.. Mandan. 
Mrs. Ella M. 
West Williston. 
apply to 
State Board of 


Nursing 


Licensed Practical Nurses’ 


707 3rd 


Dodge, 


Secretary, Gibbons, 1008 
6th Ave., 
For licensure 
North Dakota 
Education and 
Sec., Clara A. 


Bismarck, North 


Nursing 
Registration, 
Lewis, State 
Dakota. 


Capitol, 


Ohio 
Practical 
President 


of Ohio, Inc.: 
Weigel, 27 Bald 
Ohio. 

Graham, 


Nurse Association 

Mrs. Minnie 

Mansfield, 

Secretary, Mrs. Helen 
Cedar Ave. Cleveland, Ohio. 

Exec Mrs. Mildred Smith, 


Room 205, Springfield, 


win Ave., 


10613 


Secretary, 
Bancroft Hotel, 
Ohio 
For licensure apply to: 
Ohio State Board of 
and Nurse Registration. 


Nursing Education 


Oklahoma 
Oklahoma 
Practical 
President, 
St., Apt. 6, 
Mrs. 


Cushing, 


Stat Association for Licensed 
Nurses, Inc.: 
Miss Fave Day, 755 West 
Tulsa 7, Okla. 
Secretary, Bertha Wedelin, 116 E. 
Maple, Okla. 
For licensure apply to: 
Miss Eleanor Moore, 
tor, Oklahoma 
tratior 
(Commer 


City 2, 


Lith 


R.N., Exec. Direc 
Board of Nurse Regis- 
Education, 928 
Bldg., Oklahoma 


and Nursing 
Exchange 


LI 
Okla 


Oregon 


Assn.: 


N. E. 


Practical Nurses’ 
President, Mrs. Oma Pysher, 641 
79th Ave., Portland 6, Ore. 
Secretary. Mrs. Josephine B. Light, 800 

N. E. Old Dufur Road, The Dalles, 
Oregon 
For licensur to: 
Donna M 
Uregon 


Oregon Licensed 


Monkman, Exec. Secretary, 
Board of Nurse Exam 
3 State Office Bldg., 1400 S. W. 


Portland, Oregon. 


“tate 
iners, 77% 


oth Ave., 


Pennsylvania 


Assn. 
Patten, 425 


Keystone State Practical Nurses 

Mrs. Stella 

Butler, Pa. 
Mrs. Ruth Billick, Rt. 206, 
David St., Johnstown, Pa. 

For licensure apply to: 

State 


> 
Room 


President, Brown 


Ave.., 


Secretary 


of Nurse Ex- 
Bldg., 


Board 
359, 


Pennsylvania 
aminers, Education 


Harrisburg, Pa. 
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Dept., 


Nurses’ 


Lura Davis, Box 137, 


Puerto Rico 


Puerto Rico Practical Nurses’ Association, 
Calle 1, Casa 
Santurce, P. R.: 
For licensure apply to: 

Board of Nursing Examiners of Puerto 


Rico, F. Building, PRRA, GroundSorp 
8, P. O. Box 9156, Santurce, P. R. 


711, Barriada Bueno Vista, 


Rhode Island 
Practical Nurse Assn. of Rhode Island, Inc.: 
President, Mary D. Ethier, 121 Ridge Rd.., 
R.F.D., Esmond, R. I. 
Secretary, Miss Margaret Brown, 863 
Hope St., Providence, R. I. 
For licensure apply to: 
Board of Regulation and Nurse Educa- 
tion, Room 366, State Office Bldg., 
Providence 3, R. I. 


Seuth Carolina 


Licensed Practical 
lina, Inc.: 
President, 


Nurses of South Caro- 


Mrs. Helen N. McCall, 26 
Gosnell Ave., Inman, S. C. 
Secretary. Mrs. Emily Davis, 313 
St.. Walterboro, S. C. 
South Carolina Licensed Practical Nurses 
Colored Association: 
President, Mrs. Lillie Simpson, 839 Craw- 
ford St., Rock Hill, S. C. 
Secretary, Mrs. Genevieve Woodward, 218 
Aden St., Spartanburg, S. C. 
For licensure apply to: 
Examining Board, Isadora R. Poe, Exec. 
Secretary, 809 Carolina Life Bldg., 
Columbia 1, S. C. 


Mills 


South Dakota 
South Dakota Practical Nurse Assn., 
President, Mrs. Charlotte Hansen, 
549, Yankton. 
Secretary, Lucille Groos, c/o St. Mary’s 
Hospital, Pierre, S. D. 
For licensure apply to: 
Carrie A. Benham. R. N., Exec. Sec., and 
director of Nursing Education, South 
Dakota State Nurses’ Examining Board, 


Mitchell, S. D. 


Inc.: 


Box 


Tennessee 


Tennessee Licensed Practical Nurses’ As- 
sociation: 
President, Mrs. Ora H. Shelton, Route 1, 
Bell Buckle, Tenn. 
Secretary, Mrs. Etoile H. Henley, 806 
Glen Leven, Nashville, Tenn. 
For licensure apply to: 
Mrs. Nina E. Wooten, Secretary-Consult- 
ant, Tennessee Board of Nursing, 1110 


Sudekum Bldg., Nashville 3, Tenn. 


Texas 
Texas Licensed Vocational Nurse Assn.: 
President, Mrs. Verlie Graham, 506 Acad- 
emy Drive, Austin, Texas. 
Secretary, Ethel Riley, 5110 Wood St., 
Christi, Texas. 
For licensure apply to: 
Board of Vocational Examiners, 3rd Floor, 
Austin Savings & Loan Building, 11th 
and Lavaca Sts., Austin, Texas. 


Corpus 


Utah 

Licensed Practical Nurse Assn. of Utah: 

President, Mrs. Leora Morgan, 72 W 2 
So. No. 204, Salt Lake City, Utah. 

Secretary, Elouise Sundall, 1105 S. 8ih 
East, Salt Lake City. 


For licensure apply to: 
Frank E. Lees, Assistant Direc 
partment of Registration, 32 
Capitol, Salt Lake City. 


Vermont 
Practical Nurses’ Assn. of Vermo 
President, Mrs. Clara Roitero, R.} 
3, Brattleboro, Vt. 
Secretary, Mrs. Lucille E. Ethe 
Taft Terrace, Wallingford, Vt. 
For licensure apply to: 
Mrs. Eleanor Dyke, R.N.. Sex 
Board of Registration of Nurses, 
Pearl St., Brattleboro, Vt. 


Virginia 
Practical Nurse As:ociation of Virginia 
President, Mrs. Gladys Witt, P. 0. By 
462, Lynchburg, Va. 

Secretary, Mrs. Elizabeth Patterson, 14 
Brighton Rd. S. W., Roanoke, Va 
Colored Practical Nurses’ 

Virginia: 
President, Mrs. Catherine Fisher, 15 
S. Meadow St., Richmond 20, Va. 
Secretary, Mrs. McCadden, 
Greenbrier Ave., Hampton, Va. 
For licensure apply to: 
Mabel E. Montgomery, Sec.-Treas., \; 
State Board of Nurse Examiners, lI 
10 Central National Bank Bldg., Ric 
mond 19, Va. 


Association 


Irene 


var 


Washington 
Washington State Practical Nurses’ Associ: 
tion: 

President, Mrs. Helen Kelley, 221 $ 
Glenside, Yakima, Washington. 
Exec. Sec., Mrs. Esther Kazerman, 

Medical Arts Bldg., Seattle 1, Was 
For licensure apply to: 
Grace D. R.N., Dept. of | 
ccrses, Practical Nurse Division, Olyn 
pia, Washington. 


Cameron. 


West Virginia 
Practical Nurses of West Virginia, |r 
President, Mrs. Edith D. Bossie, 2 
Broad St., Room 114, Charleston, We: 
Virginia. 
Secretary, Mrs. Blanche Hall, P. 0. b 
262 S. Charleston, West Virginia 


Wisconsin 


Nurses’ Associa 
Ave., Room 715 


Wisconsin State Practical 
tion, 161 W. Wisconsin 
Milwaukee 3, Wisconsin: 
President, Mrs. Rose LeMere, 
Strand, Waukesha, Wis. 
Exec. Director, Mrs. Edith M. Partridge 
3727 E. Layton Ave., Cudahy, Wis 
Secretary, Miss Martha Koch, 825 Nort! 
25th St., Milwaukee 3, Wis. 
For licensure apply to: 
Adele G. Stahl, R.N., Director of tal 
Dept. of Nurses, 119 Monona Ave 
Room 609, Madison, Wis. 


Wyoming 
State Practical Nurses’ 
President, Mrs. Eva W. Pendle 
1036, Route 2, Cheyenne, Wyo 
Secretary, Mrs. Esther Hausbach, 2310! 
12 St., Cheyenne, Wyoming. 
For licensure apply to: 
Gertrude Gould, Secretary, Exar 
Board, Box 856, Laramie, Wyomi 


Wyoming 
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»f the Newborn 


ontinued from page 25) 


are 


d has a good heart rate, then 
displays respiratory difficulties, 
otic and exhibits true air hun- 
suse there is often only a few 
interval, the 
this 


time nurse must 


to observe 


condition and 
physician. 


lay of routine aspirating and 


> ting devices in the order of 
u is shown in Figure I. Aspira- 
ally begins at the time of de- 
with some type of aspirating 
ae Shown here is a rubber-bulb as- 
ra probably the type best suited 
ick emergency use by the deliver- 
ale hysician. Constant-suction aspira- 
», Va I sometimes used, but they require 
iatic onnection to an unsterile machine and, 
is often the case, the baby may be 
her, lelivered before the tubing has been 
), Va onnected. 
iden, 
Va When initial aspiration is completed 
nd the baby appears to be in good 
'reas., | condition, he is placed in a heated bassi- 
vers, 11-@met with the head slightly dependent. 
idg., Ri The nurse then assumes charge, and i 
may be necessary for her to continue 
aspiration with the bulb syringe (Figure 
a 2). Don’t hesitate to insert the index 
finger in the baby’s mouth to suppress 
29] the tongue and allow the tip of the as- 
“ jrator to reach the rear of the naso- 
omens harynx. When continued difficulty is 
1, Was ncountered, the nurse uses the Arnold 
aspirator and attempts further aspira- 
~ A tion because of its tip, it can be placed 
» Ul closer to the pharyngeal opening. This 
aspirator is demonstrated by the nurse 
Figure 3. 
oT If difficulty continues, the doctor 
ars should be notified. In typical obstruc- 
ston, Wes tive respiration, the trachea is explored 
at by using tracheal aspirating catheters 
. inder direct vision of the laryngoscope. 
rginia The catheters and the infant laryngo- 
scope are shown in Figure 1. The posi- 
ei tions of the infant and the doctor for 
ie laryngoscopy are shown in Figure 4. 
When the trachea is definitely proven 
1218 1 to be free from debris or mucus plug, 
mild positive pressure may be applied 
Partridg directly via the endotracheal tube or 
_" use of the E & J Respirator 
2 in Figure 1. When respirations 
are initiated, direct oxygen should be 
Ze supplied to the infant until a pink color 
sitio s maintained. 
have taken resuscitation step by 
ind with the exception of the 
laryngoscopy, the nurse should be 
ses’ A of performing all of the other 
ndle 
Wye 
ich, Suggestions 
familiar with all resuscitating 
Ex ent. 
aie Have practice drills to become 
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more proficient with their use. Lack of 
knowledge breeds hesitation; hesitation 
may mean the loss of life. 

3. Always keep the doctor informed 
about the baby’s condition. If he is 
not present, call him first, then attempt 
to help the infant. Unnecessary back- 
slupping, pinching and water-dunking 
may add to the infant’s distress, while 
valuable time is being lost. Use this 
time to call the doctor. You will never 


be criticized for your actions, once the 


doctor has been notified. 


4. Never leave the newborn baby un- 


observed during the immediate 


post- 


delivery period. 

5. Let it never be said that the death 
of a newborn baby could have been 
prevented if the nurse had been more 
proficient in her delivery room duties. 
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CONFIDENCE 


In every field there are a very few prod- 
ucts whose quality and demonstrated 
dependability over many years give 
them a position of pre-eminence over all 
others. It is this dependability which 
inspires confidence and universal 
acceptance of Phillips’ Milk of Magnesia. 
Known and recommended throughout 
the world for over 75 years. 


BY THE CHAS. H. PHILLIPS CO DIVISION OF STERLING DRUG INC., 1450 BROADWAY. NEW YORK 18, N.Y. 








CLASSIFIED ADVERTISEMENTS 
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CLASSIFIED 
y _ ’ J T | 
ADVERTISING 
15 cents per word, minimum charge 
$6.00. Capitals, or bold face, $2 per 
line extra. Lines of white space, $2 per 
line extra. Telephone orders not ac- 
cepted. No agency commission allowed. 
Closing date for advertisements: 15th of 
2nd month preceding publication date. 
Advertisements which arrive too late for 
insertion in one issue will automatically 
go into the next issue unless accom- 
panied by instructions to the contrary 
The publishers reserve the right to re- 
fuse or withdraw any advertising, at 
their discretion, without advance notice 
Send ads with remittance to: Classified 
Ads, Nursing World, 41 East 42nd St., 
New York 17, N. Y. 











INSTRUCTOR: for a 550-bed 
general hospital 300 students. Large fa- 
culty, teaching load light. Starting salary 
$4200 for Degree in Nursing Education and 
no experience Startin salary $4800 for 
Degree in Nursing Education and ast 
teaching experience Increases to $5160 
One month vacation, 40-hour week, retire- 
ment plan in addition to Social Security 
and other liberal personnel policies Liv- 
ing facilities attractive with private bath 
City has many cultural advantages Hos- 
pital in a beautiful 40-acre park. Apply 
Director of Nurses, The Reading Hospital 
Reading, Pennsylvania 


CLINICAL 


INSTRUCTOR: for a 550-bed 
general hospital. 300 students. Large fa- 
ulty, teaching load light. Starting salary 
$4200 for Degree in Nursing Education and 
no experience. Starting salary $4800 for 
Degree in Nursing Education and ast 
teaching experience. Increases to $5160 
One month vacation, 40-hour week, retire- 
ment plan in addition to Social Security 
and other liberal personnel policies. Liv- 
ing facilities attractive with private bath 
City has many cultural advantages. Hos- 
pital in a beautiful 40-acre park. Apply 
Director of Nurses, The Reading Hospital, 
Reading, Pennsylvania 


SCIENCE 


NURSING ARTS INSTRUCTOR: for a 550- 
bed general hospital. 300 students. Large 
faculty, teaching load light. Starting salary 
$4200 for Degree in Nursing Education and 
no experience. Starting salary $4800 for 
Degree in Nursing Education and past 
teaching experience. Increases to $5160 
One month vacation, 40-hour week, retire- 
ment plan in addition to Social Security 
and other liberal personnel policies. Liv- 
ing facilities attractive with private bath 
City has many cultural advantages. Hos- 
ital in a beautiful 40-acre par Apply 
Director of Nurses, The Reading Hospital 
Reading, Pennsylvania 


REGISTERED PROFESSIONAL NURSES for 
California State Hospitals in fourteen loca- 
tions Administrative, teaching, and staff 
positions and openings for experienced sur- 
gical nurses. Opportunities for advancement 
and in-service training in psychiatric field 
Adjacent educational institutions. Modern 
facilities and attractive employee benefits 
Eligibility for California eense required 
For detailed information and salary sched- 
ules effective July 1957 write Medical Re- 
ruitment Unit, California State Personne! 
Board, Box N 86, 801 Capitol Avenue, Sac- 
ramento California 


DIRECTOR - 
EDUCATION 


NURSING SERVICE AND 
300-bed general hospital 
with 150-student School of Nursing, and 
expansion program in progress, needs Di- 
rector f Nursing to be responsible for 
Nursing Service and School of Nursing 
Applicants should be in excellent health, 
between approximate ages of 35-45 and of 
Protestant faith. Liberal salary range and 
employee benefits. Excellent working con- 
litions in one of Midwest's foremost institu- 
tions, centrally located in city and con- 
venient to outstanding residential and shop- 
ping facilities. Contact: PERSONNEL DI- 
RECTOR, MILWAUKEE HOSPITAL, 2200 
West K ourn Avenue, Milwaukee 3, Wis 
onsit 
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100-bed medical re- 
search services of two medical schools— 
$3500-$4580. Choice of tours with P. M.-N 
D. diff. Excellent personnel policies; main- 
tenance $17.14 mo. Convenient transporta- 
tion, near colleges. Write Supt. of Nurses, 
Goldwater Memorial Hospital, New York 17, 
New York 


BEDSIDE NURSES: 


INSTRUCTOR, Nursing Arts. New 300-bed 
hospital located in Northern New Jersey 
now under construction; opening June 1, 
1957. Approximately 30 minutes from New 
York City. Attractive personnel policies. 
Write stating education and experience 
Box N 18, c/o Nursing World, 41 42 St., 
New York 17, N. Y 


EVENING HOUSE SUPERVISOR R. N., gen- 
eral 100-bed hospital in Iowa town (popula- 
tion 18,000), on Mississippi River. 27.00 
per month—40-hour week. $355.00 per month 
if necessary to work 44-hour week. House 
available Low rent. Apply Director of 
Nursing, Graham Hospital, Keokuk, Iowa. 


INSTRUCTORS: Clinical; Medical and Sur- 
gical Excellent opportunity for qualified 
individuals. Avail yourself of the oppor- 
tunity of working in a brand new 312-bed 
hospital, located in New Jersey; only 30 
minutes from New York City. Attractive 
personnel policies. Write stating education 
and experience. Box N 17, c/o Nursing 
World, 41 E. 42 St., New York 17, N. Y 
GRADUATE NURSES—For general duty 
40-bed general hospital, new, air-condition- 
ed, well equipped, $325 per month starting 
salary plus meals, laundry of uniforms, 
vacation, sick leave. Transportation paid 
to Dumas. Write, call, wire, collect. Ad- 
ire Memorial Hospital, Dumas, 
exas 


NIGHT DUTY NURSES: New Medical, Sur- 
gical and Pediatric Units Need Night 
Nurses. Progressive Personnel Policies. Lo- 
cation on North Shore of Boston, Near 
Beaches Modern Facilities With Which 
to Work. Direct Inquiries to: Director of 
Nurses, Beverly Hospital, Beverly, Massa- 
chusetts 


OBSTETRICAL INSTRUCTOR: for a 550-bey 
general hospital. 300 students. Lar 
culty, teaching load light. Starting 
$4200 for Degree in Nursing Educati 
no experience. Starting salary $4800 
Degree in Nursing Education and 
teaching experience. Increases to 
One month vacation, 40-hour week, 
ment plan in addition to Social 
and other liberal personnel policies, 
ing facilities attractive with private 
City has many cultural advantages. 
pital in a beautiful 40-acre par 
Director of Nurses, The Reading Hospi 
Reading, Pennsylvania. 


WANTED. Operating Room Nurse for 1m 
bed general hospital consisting of 3 o 
ing rooms and one cystoscopic room 

lent salary with full maintenance; 40 

a week with 2 weeks vacation with 
after one year, and 3 weeks vacation wi 
pay after 2 years; plus 8 paid holidays pe 
year and 6 days sick leave per year. 

We have a beautiful nurses’ home 
all private rooms nicely furnished, locates 
approximately 35 miles from N. Y. City 
served by the D. L. & W. Railroad and 
Greyhound Bus Line. Apply Dover Gener 
Hospital, Dover, N. J., attn. C. T. Barker, 
Director. 

REGISTERED NURSES—B 

for rotating staff nurses $290.00 per 

Permanent evening or nights and 

ing Room Nurses, / per month. 
ir-conditioned Teaching Hospital in rm 

sort town. Swimming, boating, fishing. On 

hour from large city. 

Opportunity for advanced study leadi 
to B S. and M. S. Degrees. Write Di 
Nursing Service, University of Texas-Med- 
ical Branch, Galveston, Texas. 
cceaitaneapetieasimneieamme metas ceninmanaml 
WORK OVERSEAS OR RETIRE IN MEX 
ICO: Many companies need qualified nurs 
in their overseas hospitals. Our booki# 
tells how and where to apply. Want & 
retire in luxury on a very small income 


booklets only Limited offer. 
tion guaranteed. Publisher Rathe, 
26131, Los Angeles 26, California 
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tions be reclassified and upgraded. Staff 
nurses who were not given the title of 
head nurse following the desk audit were 
also included among the group who re- 
quested that their status be studied. The 
Board gave priority to activities in the 
metropolitan area in connection with 
the improvement of employment condi- 
tions. However, such activities are not 
limited to the situation in the Depart- 
ment of Hospitals. Nurses may look 
to their professional organization for 
leadership, according to an announce- 
ment in the May issue of The Calendar 
of District 13 of the New York State 
Association. A revised fee for 
nursing approved by the 
District 13 Board at its February meet- 
ing. The new schedule will bring the 
hourly fee in line with the professionally 
approved fee for 8-hour tour of duty. The 
new fees are $4.00 for the 
first hour or fraction thereof; $1.50 for 
each additional half-hour or fraction 
thereof. Hourly nursing is limited to 
four hours. The professionally approved 


Nurses 


hourly was 


as follows: 


General Duty salary is $3,500 a year, 
and the Private Duty fee is $16.00 for 
an 8-hour tour of duty, effective July 
1. 1956. As announced in the Calenda, 
most hospitals have taken steps to par 
tially implement the foregoing salaries 
and fees. The Board states that it ha 
been advised informally that a sub 
stantial increase in General Duty salary 
will become effective July 1, 1957. 


Benefits for South Carolim 
Nurses: South Carolina has a program 
set up which gives all nurses between 
the ages of 21 and 44, without any de 
pendents under 18 years of age, an oP 
portunity to enjoy the benefits of the 
Army Nurse Corps Reserve Program, a 
cording to a report in a recent issu 
of South Carolina Nursing. The 396th 
General Hospital Unit in Columbia, > 
C., has many vacancies open to Soul 
Carolina nurses. 

For further information write 
Major Charles H. Newsome, MSC, Unit 
Advisor, 396th General Hospital Reser 
Unit, 5116 Forest Drive, Columbia, $.¢ 
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